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THE PREVENTABLE EPIDEMIC: YOUTH 
SUICIDES AND THE URGENT NEED FOR 
MENTAL HEALTH CARE RESOURCES IN 
INDIAN COUNTRY 


THURSDAY, MARCH 25, 2010 


U.S. Senate, 

Committee on Indian Affairs, 

Washington, DC. 

The Committee met, pursuant to notice, at 9:37 a.m. in room 
628, Dirksen Senate Office Building, Hon. Byron L. Dorgan, 
Chairman of the Committee, presiding. 

OPENING STATEMENT OF HON. AL FRANKEN, 

U.S. SENATOR FROM MINNESOTA 

Senator Franken. [Presiding.] I call the hearing to order. 

The Chairman, Senator Dorgan, will be here shortly. This is a 
hearing on a topic of great importance to our American Indian com- 
munities in Minnesota and across the Country. On behalf of the 
Minnesota tribes, I want to thank the Chairman for his leadership 
in getting the Indian Health Improvement Act included in the 
health reform law. 

American Indian teens commit suicide at rate nearly three times 
the national average, and the rate is much higher in the Upper 
Midwest and the Great Plains, five to seven times higher than the 
national average. 

Each suicide is an unspeakable tragedy from which families and 
communities will never recover. We must learn from these trage- 
dies. We must find models and fund programs that work to prevent 
suicide in Native communities. 

As you may know, this month is the fifth anniversary of the Red 
Lake massacre, and so I want to share with you an example of how 
the learning continues in the Red Lake community even in the face 
of ongoing challenges. 

Last spring. Red Lake High School tragically lost another stu- 
dent to suicide. Based on the changes at the school following the 
2005 tragedy, the school immediately brought in what is called a 
CBTS team. Cognitive Behavioral Trauma in School, following the 
suicide. The CBTS team of mental health providers from Montana 
has a history with tribal communities and worked with the school 
to assess the community’s needs following the suicide. 

During the assessment, mental health workers discovered that 
there was a suicide pact, that six other students had plans to take 

( 1 ) 
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their own lives. Fortunately, the team was able to intervene and 
get students appropriate treatment. And now these six students 
are back in school. Clearly, this model worked by intervening early 
and minimizing more damage, and clearly we have a problem as 
long as any suicide is occurring among our youth. 

I look forward to hearing from today’s witnesses. I thank you all 
for being here today and sharing your wisdom. I look forward to 
hearing from you about other models that are working in tribal 
communities and how we can get them the resources we need to 
turn this tide. 

The Chairman will be here any minute now. Unfortunately, we 
are going to have to go for a vote fairly early. And so I read all 
your written testimonies last night, and thank you for those. I 
think what we are going to do today is, if you can keep your testi- 
mony brief right now, we have your written testimony. I think that 
the Chairman will be here any second, but we will start the testi- 
mony now. And at a certain point, all the Members of the Com- 
mittee who either come, will have to leave to go to the Floor to vote 
on the business before us. 

Again, I just want to thank you all. I want to thank you for your 
wisdom and your stories. And why don’t we just begin with Mr. 
Grinnell? 

STATEMENT OF RANDY E. GRINNELL, DEPUTY DIRECTOR, 

INDIAN HEALTH SERVICE, U.S. DEPARTMENT OF HEALTH 

AND HUMAN SERVICES; ACCOMPANIED BY ROSE WEAHKEE, 

DIRECTOR, DIVISION OF BEHAVIORAL HEALTH 

Mr. Grinnell. Thank you. Senator. 

Good morning. I am Randy Grinnell. I am the Deputy Director 
for Indian Health Service. I am accompanied today by Dr. Rose 
Weahkee. She is the Director for the Division of Behavioral Health. 

Today, I appreciate the opportunity to testify on youth and the 
need for mental health care resources in Indian Country. Mental 
health care services are crucial for the well being of American In- 
dian and Alaska Native communities. 

As you know, the IHS plays a unique role in the Department of 
Health and Human Services because it is a healthcare system es- 
tablished to meet the Federal trust responsibility to provide 
healthcare for American Indians and Alaska Natives. 

Good morning, Mr. Chairman. 

The IHS, in partnership with Indian tribes, provides high quality 
comprehensive care in public health services through a system of 
IHS, tribal and urban-operated facilities and programs based on 
treaties, judicial determinations and acts of Congress to an esti- 
mated 1.9 million federally-recognized American Indians and Alas- 
ka Natives. 

Our duty is to uphold the Federal Government’s obligation to 
promote health among American Indian and Alaska Native people, 
communities and cultures to honor and protect the inherent sov- 
ereignty of tribes. 

This week, the President signed the Patient Protection and Af- 
fordable Care Act, the health insurance reform bill passed by Con- 
gress. This new law permanently authorizes the Indian Health 
Care Improvement Act. In addition to the many improvements 
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made in the Indian health system, this law authorizes a com- 
prehensive youth prevention effort as part of the behavioral health 
services. 

I would like to acknowledge Chairman Dorgan’s leadership on 
this issue and the Committee’s effort to improve access to 
healthcare for American Indians and Alaska Natives. 

Suicide is a complicated public health challenge, with many con- 
tributing risk factors. American Indians and Alaska Natives face a 
greater number of these risk factors. Indian Country has commu- 
nities where suicide can take on a contagious form often referred 
to as suicide clusters. The suicide act becomes a form of expression 
of the despair and hopelessness experienced by some Indian youth. 
Suicide and suicidal behavior and their consequences send shock 
waves through many tribal and urban communities. 

The current system of services for treating mental health prob- 
lems is a complex and often fragmented system of tribal. Federal, 
State, local and community-based services. American Indian youth 
are more likely than non-Indian children to receive treatment 
through the juvenile justice system and inpatient facilities. 

IHS and SAMHSA are working closely together to formulate 
long-term strategic approaches to address the issue of suicide and 
mental health care in Indian Country. IHS and SAMHSA are ac- 
tively involved on the Federal Partners for Suicide Prevention 
Work Group. In partnership with tribes, IHS is currently devel- 
oping two five-year strategic plans, one to address suicide and one 
to address behavioral health. These two plans will foster collabora- 
tion among tribes, tribal organizations, urban and other key com- 
munity resources, and provide the tools and framework for the next 
five years. 

The IHS Mental Health Program provides primary community- 
oriented outpatient mental health and related services, case man- 
agement, prevention programming and outreach services. Many 
IHS tribal and urban mental health programs do not have staff to 
operate 24/7. Some providers are so overwhelmed by the demand 
for services, particularly during suicide outbreaks, that even well- 
seasoned providers become at risk for burnout. 

Strategies to remedy these problems include special pay incen- 
tives, loan repayment and scholarships, active recruitment, devel- 
opment of the Indians Into Psychology Program, and emergency de- 
ployment of commissioned officers. 

IHS first received $13.7 million in 2008 and now receives recur- 
ring funding of $16.3 million to develop pilot projects for model 
practices for meth and suicide reduction in Indian Country. The 
Methamphetamine and Suicide Prevention Initiative, or MSPI, 
marks a significant milestone in suicide prevention efforts in In- 
dian Country that embraces the President’s direction for tribal en- 
gagement and partnership. 

IHS worked closely with tribes and tribal leaders over some time 
to craft this model. MSPI now supports 127 community programs 
targeted at prevention and intervention pilot programs, the first of 
its kind in Indian Country, and represents a shift from Federal to 
tribally based program delivery. Local communities determine 
needs and establish programs to meet those needs. 



4 


Tele-behavioral health services are being used or in planning 
stages at over 50 tribal and IHS sites. In Alaska, where often there 
is no other options, tele-health based behavioral health services 
have worked. A Southwest tribe currently provides youth and child 
tele-behavioral health services and now shows an appointment rate 
of over 95 percent being kept. 

Services are also being delivered in schools and youth treatment 
centers. In some locations, only within the past five years, has the 
telecommunications infrastructure been reliable enough for clinical 
care. 

We are targeting $19 million of the health funding to provide 
hardware for basic infrastructure development and also to acquire 
state of the art videoconferencing equipment for the tribal, urban 
and Federal sides to improve access for videoconferencing. 

The 2011 budget request for mental health is $77 million, an in- 
crease of over $4.2 million above the 2010 enacted level. The 2011 
budget request for alcohol and substance abuse is $205 million, an 
increase of over $11 million from the 2010 level, and includes an 
increase of $4 million to hire additional qualified behavioral health 
counselors and addiction specialists. 

In summary, we look forward to the opportunity to address this 
urgent need for mental health care services in Indian Country. 

Mr. Chairman, that concludes my statement. Thank you for the 
opportunity to testify and we will be happy to answer any ques- 
tions. 

[The prepared statement of Mr. Grinnell follows:] 

Prepared Statement of Randy E. Grinnell, Deputy Director, Indian Health 

Service, U.S. Department of Health and Human Services; accompanied by 

Rose Weahkee, Director, Division of Behavioral Health 

Mr. Chairman and Members of the Committee: 

Good morning, I am Randy Grinnell, Deputy Director of the Indian Health Service 
(IHS). I am accompanied by Rose Weahkee, Ph.D., Director, Division of Behavioral 
Health. Today, I appreciate the opportunity to testify on youth and mental health 
care resources in Indian Country. Access to mental health care services is an impor- 
tant component of fostering well-being in American Indian and Alaska Native com- 
munities. 

As you know, the Indian Health Service plays a unique role in the Department 
of Health and Human Services because it is a health care system that was estab- 
lished to meet the federal trust responsibility to provide health care to American 
Indians and Alaska Natives. The IHS provides high-quality, comprehensive primary 
care and public health services through a system of IHS, Tribal, and Urban oper- 
ated facilities and programs based on treaties, judicial determinations, and Acts of 
Congress. The IHS has the responsibility for the delivery of health services to an 
estimated 1.9 million federally-recognized American Indians and Alaska Natives. 
The mission of the agency is to raise the physical, mental, social, and spiritual 
health of American Indians and Alaska Natives to the highest level, in partnership 
with the population we serve. The agency goal is to assure that comprehensive, cul- 
turally acceptable personal and public health services are available and accessible 
to the service population. Our duty is to uphold the Federal government’s obligation 
to promote healthy American Indian and Alaska Native people, communities, and 
cultures and to honor and protect the inherent sovereign rights of Tribes. 

Two major pieces of legislation are at the core of the Federal government’s respon- 
sibility for meeting the health needs of American Indians and Alaska Natives: The 
Snyder Act of 1921, P.L. 67-85, and the Indian Health Care Improvement Act 
(IHCIA), P.L. 94-437, as amended. The Snyder Act authorized appropriations for 
“the relief of distress and conservation of health” of American Indians and Alaska 
Natives. The IHCIA was enacted “to implement the Federal responsibility for the 
care and education of the Indian people by improving the services and facilities of 
Federal Indian health programs and encouraging maximum participation of Indians 
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in such programs.” Like the Snyder Act, the IHCIA provides the authority for the 
provision of programs, services, functions and activities to address the health needs 
of American Indians and Alaska Natives. The IHCIA also includes authorities for 
the recruitment and retention of health professionals serving Indian communities, 
health services for people, and the construction, replacement, and repair of 
healthcare facilities. 

This week, the President signed the Patient Protection and Affordable Care Act, 
the health insurance reform bill passed by Congress. This new law permanently au- 
thorizes the IHCIA. In addition to the many improvements made to the Indian 
health system, the law authorizes a comprehensive youth suicide prevention effort 
as part of the behavioral health services. I want to acknowledge Chairman Dorgan’s 
leadership on this issue, and the Committee’s effort to improve access to health care 
for American Indians and Alaska Natives. 

Background 

Suicide is a complicated public health challenge with many contributing risk fac- 
tors. In the case of American Indians and Alaska Natives, they face, on average, 
a greater number of these risk factors individually or the risk factors are more se- 
vere in nature for them. Every year, several communities in Indian Country experi- 
ence crisis episodes during which suicides take on a particularly ominous and seem- 
ingly contagious form, often referred to as suicide clusters. In these communities, 
the suicidal act becomes a regular and transmittable form of expression of the de- 
spair and hopelessness experienced by some Indian youth. While most vividly and 
painfully expressed in these communities, suicide and suicidal behavior and their 
consequences send shockwaves through many communities in Indian Country, in- 
cluding urban communities. Access to adequate care is critical for those seeking help 
for their loved ones in crisis, or those left behind as emotional survivors of such acts. 

IHS “Trends in Indian Health, 2002-2003” reports: 

• The American Indian and Alaska Native suicide rate (17.9) for the three year 
period (2002-2004) in the IHS service areas is 1.7 times that of the U.S. all 
races rate (10.8) for 2003. 

• Suicide is the second leading cause of death (behind unintentional injuries) for 
Indian youth ages 15-24 residing in IHS service areas and is 3.5 times higher 
than the national average. 

• Suicide is the 6th leading cause of death overall for males residing in IHS serv- 
ice areas and ranks ahead of homicide. 

• American Indian and Alaska Native young people ages 15-34 make up 64 per- 
cent of all suicides in Indian Country. 

On a national level, many American Indian and Alaska Native communities are 
also affected by very high levels of poverty, unemployment, accidental death, domes- 
tic violence, alcoholism, and child neglect. ^ Significant health disparities among 
American Indians and Alaska Natives exist across the spectrum of substance abuse 
problems. The most current IHS health data statistics indicate: 

• Alcohol-related age-adjusted mortality rate (43.7) for years 2002-2004 for AI/AN 
in the IHS service areas as compared to the U.S. all races rate (7.0) for the year 

2003.2 

• Drug-related age-adjusted mortality rate (15.0) for years 2002-2004 for AI/AN 
in the IHS service areas as compared to the U.S. all races rate (9.9) for the year 

2003.3 

• NOTE: Rates are per 100,000 population and are adjusted to compensate for 
misreporting of American Indian and Alaska Native race on the state death cer- 
tificates. 

According to a 2001 mental health supplement report of the U.S. Surgeon Gen- 
eral, “Mental Health: Culture, Race, and Ethnicity”, there are limited mental health 


^Manson, S.M. (2004). Cultural Diversity Series: Meeting the Mental Health Needs of Amer- 
ican Indians and Alaska Natives. National Association of State Mental Health Program Direc- 
tors (NASMHPD) and the National Technical Assistance Center for State Mental Health Plan- 
ning. 

2 U.S. Department of Health and Human Services. Indian Health Service. Trends in Indian 
Health, 2002—2003 Edition. Washington: Government Printing Office, Released October 2009. 
ISSN 1095-2896. p. 91. 

3 U.S. Department of Health and Human Services. Indian Health Service. Trends in Indian 
Health, 2002—2003 Edition. Washington: Government Printing Office, Released October 2009. 
ISSN 1095-2896. p. 196. 
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services in Tribal and urban Indian communities. * While the need for mental health 
care is great, services are lacking, and access to these services can be difficult and 
costly. ® The current system of services for treating mental health problems of Amer- 
ican Indians and Alaska Natives is a complex and often fragmented system of tribal, 
federal, state, local, and community-based services. The availability and adequacy 
of mental health programs for American Indians and Alaska Natives varies consid- 
erably across communities. ® American Indian youth are more likely than non-In- 
dian children to receive treatment through the juvenile justice system and in-pa- 
tient facilities. 

Addressing Mental Health Care Resources in Indian Country 

IHS and Substance Abuse and Mental Health Services Administration (SAMHSA) 
work closely together to formulate long term strategic approaches to address the 
issue of suicide and mental health care in Indian Country more effectively. For ex- 
ample, IHS and SAMHSA are actively involved on the Federal Partners for Suicide 
Prevention Workgroup. In 2001, the Office of the Surgeon General coordinated the 
efforts of numerous agencies, including IHS, SAMHSA, Centers for Disease Control 
and Prevention (CDC), National Institute for Mental Health (NIMH), Health Re- 
sources and Services Administration (HRSA), and other public and private partners 
to develop the first, comprehensive, integrated, public health approach to reducing 
deaths by suicide and suicide attempts in the United States in the National Strat- 
egy for Suicide Prevention. This resulted in the formation of the ongoing Federal 
Partners for Suicide Prevention Workgroup. 

Currently, in partnership with tribes, IHS is developing strategic plans to address 
suicide and behavioral health for the Indian health system. These strategic plans 
will foster collaborations among Tribes, Tribal organizations. Urban Indian organi- 
zations, and other key community resources. These collaborations will provide us 
with the tools we need to adapt the shared wisdom of these perspectives, consolidate 
our experience, target our efforts towards meeting the changing needs of our popu- 
lation, and develop the framework that will serve to pave the way over the coming 
years to address suicide and behavioral health in Indian Country. 

The IHS is responsible for providing mental health services to the American In- 
dian and Alaska Native population it serves. The IHS Mental Health/Social Service 
(MH/SS) program is a community-oriented clinical and preventive mental health 
service program that provides primarily outpatient mental health and related serv- 
ices, crisis triage, case management, prevention programming, and outreach serv- 
ices. The most common MH/SS program model is an acute, crisis-oriented outpatient 
service staffed by one or more mental health professionals. Many of the IHS, Tribal, 
and Urban (I/T/U) mental health programs that provide services do not have enough 
staff to operate 24 hours/7 days a week. Therefore, when an emergency or crisis oc- 
curs, the clinic and service units will often contract out such services to non-IHS 
hospitals and crisis centers. 

There are many reasons for a lack of access to care. Indian Country is predomi- 
nantly rural and remote, and this brings with it the struggles of providing support 
in settings where appropriate local care may be limited. Rural practice is often iso- 
lating for its practitioners. The broad range of clinical conditions faced with limited 
local resources challenge even seasoned providers. Some providers are so over- 
whelmed by the continuous demand for services, particularly during suicide out- 
breaks, that even well-seasoned and balanced providers become at-risk for burn-out. 

For example, there are situations where the appropriate treatment is known, such 
as counseling therapy for a youth survivor of sexual abuse, but there are simply no 
appropriately trained therapists in the community. One of our IHS Area Behavioral 
Health Consultants told me recently that there was only one psychiatrist in her half 
of a large Western state attempting to serve both the Indian and non-Indian popu- 
lation. Despite years of effort, the IHS Area Office had been unsuccessful in recruit- 
ing a fulltime psychiatrist to serve the tribes in that region. 


'^U.S. Department of Health and Human Services. (2001). Mental Health: Cultural, race, and 
ethnicity supplement to mental health: Report of the Surgeon General. Rockville, MD: U.S. De- 
partment of Health and Human Services, Substance Abuse and Mental Health Services Admin- 
istration, Center for Mental Health Services, National Institutes of Health, National Institute 
of Mental Health. 

^ Manson, S.M. (2004). Cultural Diversity Series: Meeting the Mental Health Needs of Amer- 
ican Indians and Alaska Natives. National Association of State Mental Health Program Direc- 
tors (NASMHPD) and the National Technical Assistance Center for State Mental Health Plan- 
ning. 

® Ibid. 

Ubid. 
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Over the years, we have attempted to apply a number of remedies to these prob- 
lems including adopting special pay incentives in order to make reimbursement 
packages more competitive, making loan repayment and scholarship programming 
available for a wide range of behavioral health specialties including social work, 
psychology, and psychiatry, along with active recruitment, development of the Indi- 
ans into Psychology program, and emergency deployment of the United States Pub- 
lic Health Service Commissioned Corps. 

Methamphetamine and Suicide Prevention Initiative 

The IHS received an appropriation in the amount of $13,782 million in FY 2008, 
an increase of $2,609 million in FY 2009, and $16,391 million in FY 2010 for a na- 
tional initiative to support the development of pilot projects for model practices for 
methamphetamine and suicide reduction programs in Indian Country. 

The Methamphetamine and Suicide Prevention Initiative (MSPI) implemented by 
IHS and its tribal partners nationally, marks a significant milestone in suicide pre- 
vention efforts in Indian Country as well as tribal/federal partnerships for health 
that embraces the Administration’s commitment to tribal engagement and partner- 
ship. 

MSPI now supports 129 community developed prevention and intervention pilot 
programs across the country. Each program represents partnerships between tribal 
communities and programs and the IHS, to develop, implement, and disseminate 
promising prevention and treatment service programs nationally. 

To create the overall MSPI approach, IHS engaged in close collaboration with 
Tribes and Tribal Leaders over the course of almost a year. During this time, we 
crafted a model, and the IHS accepted all of the Tribal Leaders’ recommendations 
for approaches and funding allocations with only minor adjustments for disburse- 
ment methodologies. It was and remains a creation of close collaboration and part- 
nership with Tribes. 

It is a new program focusing on suicide and substance abuse in Indian Country. 
The program is completely community driven from conception through execution for 
each program in each community. Indian communities decide what they need and 
establish programs to meet those needs. 

Indian Tele-health Based Behavioral Health Serviees 

IHS recognizes the need to support access to services and to create a broader 
range of services tied into a larger network of support and care. As evidenced by 
the Alaska experience, where there are often no workable options other than tele- 
health based behavioral health services, we know such services work and are accept- 
able to many if not all of our clinic populations. As another example, a Southwest 
tribe has been providing child and youth-specific tele-behavioral health services for 
the past two years and has achieved a show rate of >95 percent for scheduled ap- 
pointments. This is an outstanding rate when other clinics with face to face provider 
availability only achieve a 65-70 percent show rate. 

As a system of care, tele-health based behavioral health services are either ac- 
tively being used or in planning stages for over 50 Indian health system sites (both 
tribal and federal). They include a range of programming, from a broad variety of 
mental health services, to specific and intermittently available services such as child 
psychiatry consultations. Services are being delivered in a range of settings includ- 
ing clinics, schools, and youth treatment centers. Only within the past five years 
has the telecommunications infrastructure, in some locations, become available and 
reliable enough to be used routinely for clinical care. The lack of infrastructure is 
a significant issue for many tribal communities. 

MSPI dollars in the amount of $863,000 are also being used to establish a Na- 
tional Tele-Behavioral Health Center of Excellence. An intra-agency agreement was 
signed in early August 2009 with our Albuquerque Area Office, which has agreed 
to take the lead on establishing a national center to promote and develop tele-health 
based behavioral health services. They are working in partnership with a number 
of regional entities including the University of New Mexico and the University of 
Colorado. The University of New Mexico Center for Rural and Community Psychi- 
atry is a leader in the use of tele-health technologies in rural settings. The Univer- 
sity of Colorado Health Sciences Center and the VA Eastern Colorado Healthcare 
System are leaders in tele-health outreach to veterans including Indian veterans in 
the northern Plains, the State of New Mexico, and the Tribes and Pueblos of the 
region. Services are provided to a number of settings including school clinics, youth 
residential treatment centers, health centers, and others. They hope to leverage 
their ability to use federal service providers and provide technical and program sup- 
port nationally to programs attempting to implement such services. 
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We have been tracking visits to behavioral health clinics using tele-health tech- 
nology, and have preliminary indications that IHS programs are increasingly adopt- 
ing and using these technologies. Tele-behavioral health services require adequate 
and reliable bandwidth if they are to be sustainably implemented. Increasing band- 
width utilization strains the telecommunications infrastructure. IHS was fortunate 
enough to be the recipient of AREA funding to improve our telecommunications in- 
frastructure which will increase the reliability and availability of appropriate band- 
width across the Indian healthcare system. Approximately $19 million of our Health 
Information Technology ARRA funding will be spent to provide new routers, switch- 
es, and basic telecommunications infrastructure to ensure current needs are met, as 
well as improve our ability to prioritize traffic over the network. ARRA funding is 
also supporting a mass procurement of state-of-the-art clinical videoconferencing 
equipment that will be distributed to Tribal, Urban, and Federal care sites depend- 
ing on need later this fall. We are working to improve access to videoconferencing 
and bandwidth capacity to strengthen our telecommunications infrastructure. As 
one of our providers who is active in telemedicine told us recently, “My patients are 
very patient and are willing to tolerate surprisingly bad connections. But when my 
image freezes up with regularity I may as well be using the telephone.” We are in- 
vesting in the infrastructure expansion, support, and maintenance needed to keep 
pace with potential service demands and to plan for the long term success of this 
and any new Indian tele-mental health effort. 

We see many benefits to the use of telemedicine for the treatment of youth sui- 
cide. This technology promises to connect widely separated and often isolated pro- 
grams of var3dng sizes together in a web of support. Whereas small clinics would 
need to develop separate contracts for services such as child and adult psychiatric 
support, pooling those needs in a larger pool provides potential access to a much 
larger array of services, and does so more cost-effectively and more conveniently for 
patients. Such a system could potentially move some clinics that are available every 
other Friday afternoon for 4 hours to systems where clinic time for assessments is 
available whenever the patient presents. This could translate into 24/7 access to 
emergency behavioral health service in any setting with adequate telecommuni- 
cations service and rudimentary clinic staffing. 

Such a system has other desirable consequences such as opportunities for mutual 
provider support. For example, currently when psychiatric providers take vacation, 
are on sick leave, or are training in places where they are the sole providers, there 
are often either no direct services at that clinic for that time period, or a temporary 
doctor with limited understanding of the clinic is hired to provide services. Sufficient 
services could be provided via tele-health connections to reduce or eliminate dis- 
continuities in patient care and do so at significantly less expense. Providers with 
particular specialty interests can share those skills and knowledge across a broad 
area even if they themselves are located in an isolated location. Burn out due to 
professional isolation is also decreased as videoconferencing readily supports clinical 
supervision and case management conferences. Universities providing distance- 
based learning opportunities have demonstrated for years that educational activities 
can also be facilitated by this technology. Families can participate in care even 
when at a distance from their youth, promoting improved contact and better resolu- 
tion of home environmental concerns which is often the key issue in a youth 
transitioning successfully from a residential program to home. Recruitment becomes 
less problematic because providers can readily live and practice out of larger urban 
or suburban areas and are thus more likely to continue in service over time with 
sites. The resulting pool of providers accessible for hiring could also increase be- 
cause relocation to an isolated location may not be necessary. Such services would 
require behavioral health providers including psychiatrists, psychologists, clinical 
social workers, and therapists in addition to the tele-mental health technology. 

Activities, including the National Tele-Behavioral Health Center of Excellence 
funded by the MSPI, will also help us understand how to effectively deliver such 
services, and in particular, will provide more focused experience in providing serv- 
ices to Indian youth. We believe tele-behavioral programs can become an integral 
part of the IHS behavioral health services, strengthen our clinical expertise in using 
tele-health services, and expand access to needed behavioral healthcare. We are 
working to augment the ability of the IHS Tele-Behavioral Health Center of Excel- 
lence to promote and support such services across the Indian health system. 

IHS FY 2011 Budget Request for Mental Health Services 

The FY 2011 budget request for Mental Health is $77,076,000; an increase of 
$4,290,000 over the FY 2010 enacted level. This increase represents: increases of 
$748,000 for Federal and Tribal pay increases; increases of $748,000 for non-medical 
inflation of 1.5 percent; population growth increases of $1,092 million, and increases 
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of $1,702,000 for staffing/operation costs for new/expanded facilities. We strive to 
support American Indian and Alaska Native communities eliminating behavioral 
health diseases and conditions by: (1) maximizing positive behavioral health and re- 
siliency in individuals, families, and communities; (2) improving the overall health 
care of American Indians and Alaska Natives; (3) reducing the prevalence and inci- 
dence of behavioral health diseases; (4) supporting the efforts of American Indian 
and Alaska Native Communities toward achieving excellence in holistic behavioral 
health treatment, rehabilitation, and prevention for individuals and their families; 
(5) supporting Tribal and Urban Indian behavioral health treatment and prevention 
efforts; (6) promoting the capacity for self-determination and self-governance, and; 
(7) supporting American Indian and Alaska Native communities and service pro- 
viders by actively participating in professional, regulatory, educational, and commu- 
nity organizations at the National, State, Urban, and Tribal levels. 

IHS FY 2011 Budget Request for Alcohol and Substance Abuse Services 

The Alcohol and Substance Abuse Program (ASAP) exists as part of an integrated 
behavioral health team that works collaboratively to reduce the incidence of alco- 
holism and other drug dependencies in American Indian and Alaska Native commu- 
nities. The FY 2011 budget request for Alcohol and Substance Abuse is 
$205,770,000; an increase of $11,361,000 over the FY 2010 enacted level. This in- 
crease represents: increases of $1,840,000 for Federal and Tribal pay increases; in- 
creases of $2,605,000 to fund the costs of providing health care and related services; 
population growth increases of $2,916,000, and; increases of $4,000,000 for a grant 
program to expand access to and thereby improve the quality of treatment for sub- 
stance abuse treatment services by hiring additional qualified and trained behav- 
ioral health counselors and other addiction specialists to enhance substance abuse 
care in Federal, Tribal, and Urban facilities. The purpose of the IHS Alcohol and 
Substance Abuse Program is to raise the behavioral health status of American Indi- 
ans and Alaska Natives to the highest possible level through the provision of pre- 
ventive and treatment services at both the community and clinic levels. These pro- 
grams provide alcohol and substance abuse treatment and prevention services with- 
in rural and urban communities, with a focus on holistic and culturally-based ap- 
proaches. The Alcohol and Substance Abuse Program exists as part of an integrated 
behavioral health team that works collaboratively to reduce the incidence of alco- 
holism and other drug dependencies in American Indian and Alaska Native commu- 
nities. 

SAMHSA’s Role in Addressing Youth Suicides 

American Indian and Alaskan Native tribes also look to SAMHSA for help is ad- 
dressing youth suicides. Through its Garrett Lee Smith State and Tribal Grants, 20 
American Indian and Alaskan Native tribes or tribal organizations have received 
grants ranging from $400,000 to $500,000 a year to prevent suicide. This represents 
31 percent of all grants given out in the last four years under this program. In addi- 
tion SAMHSA: 

• Funds the Native Aspirations project which is a national project designed to ad- 
dress youth violence, bullying, and suicide prevention through evidence-based 
interventions and community efforts. Through the Native Aspirations project, a 
total of 25 American Indian and Alaska Native communities determined to be 
the most “at risk” develop or enhance a community-based prevention plan. 

• Supports the Suicide Prevention Resource Center (SPRC) which is a national 
resource and technical assistance center that advances the field by working 
with states, territories, tribes, and grantees and by developing and dissemi- 
nating suicide prevention resources. 

• Funds the National Suicide Prevention Lifeline, a network of 141 crisis centers 
across the United States that receives calls from the national, toll-free suicide 
prevention hotline number, 800-273-TALK. 

The National Suicide Prevention Lifeline’s American Indian initiative has 
worked to promote access to suicide prevention hotline services in Indian Coun- 
try by supporting communication and collaboration between tribes and local cri- 
sis centers as well as providing outreach materials customized for each tribe. 

In summary, we look forward to opportunities to address the mental health care 
needs in Indian Country. We are committed to using available technologies includ- 
ing our growing national telecommunications infrastructure to help increase access 
to sorely needed behavioral health services. For the Indian Health Service, our busi- 
ness is helping our communities and families achieve the highest level of wellness 
possible. 
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Mr. Chairman, this concludes my statement. Thank you for the opportunity to tes- 
tify. I will he happy to answer any questions that you may have. 


STATEMENT OF HON. BYRON L. DORGAN, 

U.S. SENATOR FROM NORTH DAKOTA 

The Chairman. [Presiding] Mr. Grinnell, thank you very much. 
We appreciate your work and your testimony. I apologize for being 
delayed just a bit because of traffic. My colleague opened the hear- 
ing. I appreciate that very much. 

I wanted to mention as we begin now hearing from other wit- 
nesses that we are going to have to do things a little differently 
this morning. I will explain it. We were in session, I think until 
close to three a.m. this morning with votes, and are coming back 
at 9:45. You just heard the buzzer. The first votes will likely start 
at 10 o’clock and last — 10-minute votes until 2 o’clock this after- 
noon. So we will be voting for four hours. Because they are 10- 
minute votes, we won’t be able to leave the Floor. 

We probably will not have to leave here until 10:10 because the 
first vote will be the only vote that is a 20-minute vote. So what 
I would like to do is, we will go ahead and hear as many witnesses 
as we can before we have to leave. I want to make certain that all 
of the testimony is a part of the permanent record. 

Then I am going to ask that we adjourn the hearing, and we are 
going to have the remainder of what is now a hearing, become a 
listening session. The Staff Director, Allison Binney, and the Dep- 
uty Staff Director on the minority side, Rhonda Harjo, will assume 
our places and receive the remaining testimony, and it will still be 
a part of the permanent record. 

This is a very important subject, very important. And we have 
Coloradas Mangas, a sophomore in high school on the Apache Res- 
ervation in New Mexico; Dr. Clayton, Medical Director, American 
Foundation for Suicide Prevention in New York City. Doctor, thank 
you for being with us and thanks for your work. 

And Ms. Laurie Flynn, Executive Director, TeenScreen National 
Center for Mental Health Checkups at Columbia. We thank you 
very much for being here. 

Mr. Hunter Genia, Behavioral Health Administrator, Saginaw 
Chippewa Indian Tribe, Mt. Pleasant, Michigan; and Ms. Novalene 
Goklish, Senior Research Coordinator, Celebrating Life Youth Sui- 
cide Prevention Program, White Mountain Apache Tribe. 

I know that Senator Franken and I have both had experience 
with these issues on our reservations. I have a note in front of me 
about a young man who took his life this week on the Standing 
Rock Reservation, and I will call his parents sometime later today. 

I spoke this weekend with the Tribal Chairman at the Spirit 
Lake Nation, where Avis Little Wind took her life and who I have 
spoken about often. The late Avis Little Wind was 14 years old, 
and her brother took his life just within recent weeks. 

We have clusters of suicides, teen suicides especially, that are 
very troubling. We are trying to everything we can to recognize it, 
put a spotlight on it, and understand how to address it in order to 
save the lives of some, particularly young people who think things 
are helpless and hopeless, and choose this way of responding. 
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It is not the right way to respond, and the work, Mr. Grinnell, 
that your organization does is very important. We just, as you 
know, had a crew he dispatched to Standing Rock a while back. 

So let me thank all of you. I just wanted to say that as a way 
of explanation, I am pleased you are here. There was some talk of 
having to cancel the hearing. I said, we have people that have trav- 
eled here. We want to begin this hearing and do the best we can, 
after which we will convert this to a listening session, but we want 
to continue it and have a formal hearing record because many of 
you have taken great pains to be here. 

With that, I want to hear the next witness, Coloradas Mangas. 
I have read your statement and it is a poignant statement. I so ap- 
preciate your being here and talking to us about what this is like 
through the eyes of a high school student. You have seen a lot and 
experienced a lot at this very young age. 

Coloradas Mangas, you may proceed. 

STATEMENT OF COLORADAS MANGAS, SOPHOMORE, RUIDOSO 
HIGH SCHOOL, MESCALERO APACHE RESERVATION, NM 

Mr. Mangas. Good morning, Mr. Chairman and Mr. Franken 
and other distinguished guests. It is a great honor and privilege to 
testify on a public health and social justice issue that has dis- 
proportionately affected Indian communities throughout my coun- 
try. 

My testimony is dedicated in honor to those whose voices will 
never be heard and who continue to suffer in a culture of silence 
and shame. 

[Greeting in native language.] 

Mr. Mangas. How are you? My name is Coloradas Mangas. My 
mother is CriCri Mangas and my father is Carl Mangas. I have two 
sisters who are Danielle and Kiana Mangas. I am Chiricahua 
Apache from the Mescalero Apache Indian Reservation in New 
Mexico. I am 15 years of age and currently a sophomore at Ruidoso 
High School in Ruidoso, New Mexico. 

I am here due to my past and I am a survivor of teen suicide. 
It is my sincere hope that my words will inspire change and help 
address these serious situations. Allow me to begin by telling you 
about my past. 

The first time I had to deal with teen suicide was when my sister 
Danielle’s friend killed himself. I was in the seventh grade and it 
was hard for me to see my sister in that stage. The second time 
was when my sister Kiana’s friend killed himself about two years 
ago. Next was in September of 2009 at the beginning of the school 
year. That is when it really had taken a hard toll. My friend killed 
himself. He was a good helper and a person to all. He was a fire 
and rescue worker and had seen it all, things I could never imag- 
ine. No one saw it coming. 

My friend is Larry Anjotti who is the 19 year old posted on the 
left hand side to you and on this side to these people. 

Two weeks later, my sister Kiana’s other friend killed herself. 
That was a hard one, not only for her, but for a lot of youth on 
the reservation as she was a friend to all. Her name is Brandy Lit- 
tle. She is the 17 year old on the bottom of the poster board on this 
side and on this side. 
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My grandmother passed into the next life right after she killed 
herself. After that, another two weeks went by and my other friend 
killed herself. Another two weeks later, my other friend killed her- 
self. That night, I didn’t know what to do and I had no one to run 
to or to talk to. 

These two people, one of them is Kayla Shefif, who is the 17 year 
old on the top of the board. My mother I couldn’t get a picture of 
her, so I am sorry that I couldn’t be able to put her on there. 

The only thing I could do was go to church. It was the one thing, 
and I attend youth group regularly at our Reformed Church. As I 
was at church, I got a message I never thought I would get, a text 
message from my friend saying she loved me and that I will always 
have a place in her heart. I didn’t know what to do. The only thing 
I could do was call the police, who didn’t respond. I went and I 
walked in the woods from 9 o’clock p.m. to midnight. I looked ev- 
erywhere, every tree, and I found her. It was a good thing I found 
her when I did. Otherwise, she would have been gone forever. 

I knew that this issue was bigger than I could handle by myself 
I made an appointment with the psychologist at the mental health 
clinic. It was nice having someone who listened and understood 
what I was going through. I am more of an exception than the rule 
because most youth would not go to the mental health clinic. The 
stigma and shame keeps people away. 

When I look at the resources that our neighbors have in the town 
of Ruidoso, I can’t help but notice how limited our IHS hospital is 
when it comes to basic care and, more importantly, mental health 
services. We have a mental health clinic with only one full-time 
psychologist, one psychologist to serve a community of 4,500 chil- 
dren, youth and adults. It is my understanding that she is cur- 
rently on administrative leave indefinitely. With her gone, we have 
a huge gap in the continuity of care. 

What troubles me is that law enforcement and the court have a 
larger role to play during an attempt or completed suicide com- 
pared to our mental health clinic. Most attempters don’t seek help 
and some are court-ordered to attend therapy. This role of the 
courts and law enforcement criminalizes their behavior and makes 
their recovery seem less important. 

I applaud our community, though. The tribal administration fi- 
nally understands that our community-based services are not con- 
necting in a vital way to meet the challenges of children and youth 
with serious mental health needs and their families. With this said, 
our tribe has recently applied for the SAMHSA Systems of Care 
Grant. It is my hope that we can fundamentally change the way 
our services are delivered. 

Due to the most recent rash of suicides, a new program started 
in the community called Honor Your Life Program. It is a 
SAMHSA Garrett Lee Smith-funded program that is designed to 
implement and evaluate a comprehensive early intervention and 
suicide prevention model. 

A new program that is supposed to change attitudes and beliefs 
about suicide can be culturally taboo, because in our culture, we do 
not talk about death. When it comes to suicide, talking about death 
and dying is the only way to break the culture of silence that is 
taking the lives of so many of my friends and other youth. 
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I believe in change. I believe that we can meet the needs on our 
reservation. First, we need to increase program awareness and co- 
operation, targeting both youth and adults to get involved in these 
programs. Second is by helping the mental health clinic become 
fully staffed, getting faster hiring approval for these clinicians, and 
ensuring faster Medicaid approval for persons referred to residen- 
tial treatment centers. 

Having more providers is vitally important. We have four pro- 
viders at our school I attend and it seems unjust that we only have 
one provider for our community on the reservation. We need more 
than one psychologist so more people can be seen more regularly. 
Having one provider means that most people are operating in a cri- 
sis mode between long visits. We could also help by getting pro- 
viders to work with the law enforcement during suicide attempts 
or completions to immediately provide family-based aftercare. 

Other things that I believe would prevent suicide is by giving the 
youth more things to do so it would get them away from drugs, al- 
cohol and idle trouble. We need more leadership activities to in- 
spire our youth to change their life courses. Sometimes I think our 
community forgets that a tribe’s legacy rests in its children and not 
in how well the tribe’s enterprises operate. 

We desperately need a shelter for our youth if they need a place 
to stay at certain times when the home life becomes very toxic. We 
have heard from other youth that if they just had a place to go for 
the night, they would not have made an attempt on their life. 

I am very thankful to have the opportunity to share these ideas 
that other youth in Mescalero also have. I am also from a new gen- 
eration of young men and women who believe in breaking the si- 
lence and seeking help. I come from people whose pride runs deep, 
but I also understand that sometimes pride can keep us from ask- 
ing for help. 

So lastly, I would like to thank not only my friends, but also the 
people that believe in me and mostly mainly all of you for your 
time in listening to me. And I would also like to thank everybody 
for helping me take another step towards my plans of becoming a 
future leader of not only my people on the reservation, but people 
across the Country. 

And in my native language, Ixehe’. Thank you. 

[The prepared statement of Mr. Mangas follows:] 

Prepared Statement of Coloradas Mangas, Sophomore, Ruidoso High School, 
Mescalero Apache Reservation, NM 

Good Morning Honorable Members of the Committee on Indian Affairs and other 
distinguished guests. It is a great honor and privilege to testify on a public health 
and social justice issue that has disproportionately affected Indian communities 
throughout the country. My testimony is dedicated in honor of those whose voices 
will never be heard and who continue to suffer in a culture of silence and shame. 

[Introduction in Apache Language] English Translation: My name is Coloradas 
Mangas. My mother is Cri-Cri Mangas and my Father is Carl Mangas. I have two 
sisters: Danielle and Kiana Mangas. I am Chiricahua Apache from the Mescalero 
Apache Indian Reservation in New Mexico. I am 15 years of age and currently a 
sophomore at Ruidoso High School in Ruidoso, New Mexico. 

I’m here due to my past and I’m a survivor of teen suicide. It is my sincere hope 
that my words will inspire change and help address this serious situation. Allow me 
to begin by telling you about my past. 

The first time I had to deal with teen suicide was when my sister Danielle’s friend 
killed himself, when I was in the seventh grade. It was hard for me to see my sister 
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in that stage. The second time was when my sister Riana’s friend killed himself two 
years ago. Next was in September of 2009 at the beginning of the school year. That’s 
when it really started to take a hard toll. My friend killed himself. He was a good 
person and a helper to all. He was a Fire Rescue worker and he had seen it all. 
Things I could never imagine. No one saw it coming. 

Two weeks later, my sister Riana’s other friend killed herself. That was a hard 
one. Not only for her, but for a lot of youth on the reservation as she was a friend 
to all. Right after she killed herself, my grandmother passed into the next life. After 
that, another two weeks went by and my other friend killed herself. Two weeks 
later, my other friend killed herself. That night I didn’t know what to do. I had no 
one to turn to or talk to. 

The only thing I could do was go to church. It was a Wednesday night and I at- 
tend youth group regularly at our Reformed church. As I was at church, I got a mes- 
sage I thought 1 never would get. A text message from my friend saying she loved 
me and that I’ll always have a place in her heart. I didn’t know what to do. The 
only other thing I could do was call the police — who didn’t respond. I went and 
walked in the woods from 9 p.m. to midnight. I looked everywhere, every tree, and 
I found her. It was a good thing I found her when I did, otherwise she would be 
gone forever. 

I knew that this issue was bigger than I could handle by myself. I made an ap- 
pointment with the psychologist at the mental health clinic. It was nice having 
someone who listened and understood what I was going through. I am more of an 
exception than the rule because most youth won’t go to the mental health clinic. The 
stigma and shame keeps people away. 

When I look at the resources that our neighbors have in the town of Ruidoso, I 
can’t help but notice how limited our I.H.S. Hospital is when it comes to basic care 
and more importantly, mental health services. We have a mental health clinic, with 
only one full time psychologist. One psychologist to serve a community of 4,500 chil- 
dren, youth and adults. It is my understanding that she is currently on administra- 
tive leave — indefinitely. With her gone, we have a huge gap in the continuity of 
care. 

What troubles me is that law enforcement and the court have a larger role to play 
during an attempt or completed suicide compared to our mental health clinic. Most 
attempters don’t seek help and some are court ordered to attend therapy. This role 
of the courts and law enforcement criminalizes their behavior and makes their re- 
covery seem less important. 

I applaud our community though. The tribal administration finally understands 
that our community-based services are not connecting in a vital way to meet the 
challenges of children and youth with serious mental health needs and their fami- 
lies. With this said, our tribe has applied for the SAMHSA Systems of Care grant. 
It is my hope that we can fundamentally change the way our services are delivered. 

Due to the most recent rash of suicides, a new program started in the community 
called the Honor Your Life Program. It is a SAMHSA funded program that is de- 
signed to implement and evaluate a comprehensive early intervention and suicide 
prevention model. 

A new program that is supposed to change attitudes and beliefs about suicide can 
be culturally taboo, because in our culture, we don’t talk about death. When it 
comes to suicide, talking about death and dying is the only way to break the culture 
of silence that is taking the lives of so many of my friends and other youth. 

I believe in change. I believe that we can meet the needs on our reservation. First, 
we need to increase program awareness and cooperation — targeting both youth and 
adults to get involved in these programs. Second, by helping the mental health clinic 
become fully staffed, getting faster hiring approval for these clinicians, and ensuring 
faster Medicaid approval for persons referred to residential treatment centers. 

Having more providers is vitally important. We have four providers at the school 
I attend and it seems unjust that we only have one provider for our community on 
the reservation. We need more than one psychologist so more people could be seen 
more regularly. Having one provider means that most people are operating in a cri- 
sis mode between long visits. We could also help by getting providers to work to- 
gether with law enforcement during suicide attempts or completion to immediately 
provide family based aftercare. 

Other things that I believe would help prevent suicide, is by giving the youth 
more things to do so it would get them away from drugs, alcohol, and idle trouble. 
We need more leadership activities to inspire our youth to change their life course. 
Sometimes I think our community forgets that a tribe’s legacy rests in its children 
and not in how well tribal enterprises operate. 

We desperately need a shelter for the youth if they need a place to stay at certain 
times when the home life becomes very toxic. We have heard from other youth that 
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if they just had a place to go for the night, that they would not have made an at- 
tempt on their life. 

I am very thankful to have the opportunity to share these ideas that other youth 
in Mescalero also have. I am also from a new generation of young men and women 
who believe in breaking the silence and seeking help. I come from a people whose 
pride runs deep, but I also understand that sometimes, pride can keep us from ask- 
ing for help. Lastly, I would like to thank my friends and the people that believe 
in me and mostly for your time. In my Native language, Ixehe’ [Thank you]. 

The Chairman. Coloradas Mangas, you are wise beyond your 
years. Thank you for your testimony and for being here. We appre- 
ciate that very much. 

And Dr. Paula Clayton is with the American Foundation for Sui- 
cide Prevention. We appreciate that work. 

Dr. Clayton, I should tell you that many of us have had experi- 
ence with this issue of suicide. I walked in and found a friend of 
mine who had taken his life one morning, and it is a moment you 
never, ever, ever forget. I mean, it is as if it happened 10 seconds 
ago. 

So I thank you for the work and for the work of the Foundation 
and appreciate your being here. We will take your testimony and 
then see if we can get Ms. Flynn’s testimony. A vote has started, 
so we will have about 10 minutes before Senator Franken and I 
will have to leave and then we will have the Staff Directors con- 
tinue the rest of the listening session. 

Dr. Clayton? 

STATEMENT OF PAULA J. CLAYTON, M.D., MEDICAL 

DIRECTOR, AMERICAN FOUNDATION FOR SUICIDE 

PREVENTION 

Dr. Clayton. Good morning. Senator Dorgan and Senator 
Franken. 

My name is Paula Clayton. I am a physician and I do serve cur- 
rently as the Medical Director of the American Foundation for Sui- 
cide Prevention. 

Suicide is the 11th leading cause of death in the United States, 
and the third leading cause of death in teens and young adults 
from the ages of 15 to 24 . In one study of a well-monitored tribe, 
which are here today, the suicide rate in young adults, rather than 
being nine per 100,000 was 128.5 per 100,000. It was 13 times the 
rate of the rest of the youth of the United States. 

In this single tribe, there were 25 deaths of teens and young 
adults in a year. And the thing is that they did very excellent mon- 
itoring. And so that is one thing we need. We need suicide attempt 
and suicide completion monitoring on all these tribes and pueblos. 

Suicide is the result of unrecognized and untreated mental dis- 
orders. In more than 120 studies of a series of completed suicides 
across the world, at least 90 percent of the people who died by sui- 
cide were suffering from a mental illness at the time of their death. 
The most common is major depression, followed by alcohol abuse 
and drug abuse, but all psychiatric disorders have an outcome of 
suicide. 

So the major risk factors for suicide are the presence of an un- 
treated mental disorder, a history of a past suicide attempt, and a 
family history of suicide or suicide attempts. That has to be taken 
into account. 



16 


The most important interventions, then, are recognizing these 
disorders and treating them. Every culture has a bias against 
doing that. These must be identified in each of these cultures and 
overcome. 

One such effort to present youth suicide to the general popu- 
lation is two films AFSP has developed. It is in this little package 
called. More Than Sad. The first is about depression and is for the 
teens in the high school. And the second is a companion film to 
help teachers recognize the mental illnesses that teens suffer from 
that may lead to suicide. Both deal with recognition and treatment. 

The first one for the teens depicts four teenagers with different 
types of depression who are referred to treatment by four different 
people. One is a parent. Another is peers and the ^idance coun- 
selor. The third is the kid himself. And the fourth is the primary 
care physician. 

The package is currently being used in more than 1,000 schools 
across the United States, and I am sure it is in North Dakota, and 
has recently been adopted by the State of Alabama to show in 
every high school in that State. 

A similar film could and should be made for and about Native 
American teens. Although the film would need clinicians and a 
filmmaker who are culturally sensitive, the messages are the same: 
depression is a medical illness; it is not your fault; it is okay to 
seek help; and treatments can make you well. 

A second approach being used in the general population is 
screening for early detection and referral, and this is best exempli- 
fied by TeenScreen, which you will hear about. For young adults, 
AFSP has an anonymous online screening program that is evi- 
dence-based and approved by the Suicide Prevention Resource Cen- 
ter. It involves having a counselor available to respond quickly to 
an email questionnaire that the troubled young person submits to 
engage them sort of in a dialogue in order to finally convince the 
person to come in for an evaluation. It is proven to engage people 
who are not known to the health system because it is anonymous 
and online. 

The third, but extremely important aspect of suicide prevention 
is to train nurses, other health personnel and primary care physi- 
cians to recognize disturbed kids and begin treatment early. I 
would think that this should entail getting the entire tribe or pueb- 
lo involved. There are many public health models of para-profes- 
sionals being the first source of recognition. 

Those people who do not respond to the initial treatment then 
need to be referred to mental health services or substance abuse 
specialists. The referral process, which is apparently not always 
the same, needs to be clear and simple. Substance abuse treatment 
should start with self-help groups. There are proven short-term 
psychotherapy interventions for suicide attempters and for people 
with depression in the general population. Money needs to be in- 
vested in these treatment programs that are developed for Native 
American youth. 

Finally, AFSP believes that suicide postvention behavior is an 
important part of prevention. So we have multiple ways to interact 
with survivors. AFSP has already done two suicide support group 
training programs in South Dakota, which included Native Amer- 
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ican participants. AFSP is writing a postvention instruction for 
middle and high school personnel to guide them in their plans in 
the aftermath of a suicide. Our Weh site contains many other re- 
sources that for someone who has lost someone to suicide that 
could be used or modified. 

Suicide in Native American youth is rising and is in crisis. De- 
pression can be fatal. Excessive drinking and drug use can be fatal. 
The fatality is mainly suicide. Culturally sensitive, but sustained 
efforts, with multiple approaches offer the best hope. 

Obviously, if there is a shortage of treatment resources, which 
there seems to be, then dollars need to be allocated to develop inno- 
vative treatments for Native Americans. We must reduce this fatal 
outcome. 

Thank you. 

[The prepared statement of Dr. Clayton follows:] 

Prepared Statement of Paula J. Clayton, M.D., Medical Director, American 
Foundation for Suicide Prevention 

Good morning Chairman Dorgan, and Ranking member Barrasso, and members 
of the Committee. Thank you for inviting the American Foundation for Suicide Pre- 
vention (AFSP) to provide testimony on Youth Suicides and the Urgent Need for 
Mental Health Resources in Indian Country. My name is Paula Clayton. I am a 
physician. I currently serve as AFSP’s medical director. My responsibilities include 
overseeing and working closely with the AFSP’s scientific council to develop and im- 
plement directions, policies and programs in suicide prevention, education and re- 
search. I also supervise staff assigned to the research and education departments 
within AFSP. 

Prior to joining AFSP I served as professor of psychiatry at the University of New 
Mexico School of Medicine in Albuquerque. I also currently serve as professor of psy- 
chiatry, Emeritus, for the University of Minnesota, where I was a professor and 
head of the psychiatry department for nearly twenty years. My research on bipolar 
disorder, major depression and bereavement allow me to understand some of the 
antecedents of suicide and to appreciate medical research and public/professional 
education programs aimed at preventing it. 

AFSP is the leading national not-for-profit organization exclusively dedicated to 
understanding and preventing suicide through research, education and advocacy, 
and to reaching out to people with mental disorders and those impacted by suicide. 
You can see us at www.asfp.org. 

To fully achieve our mission, AFSP engages in the following Five Core Strategies, 
(1) Funds scientific research, (2) Offers educational programs for professionals, (3) 
Educates the public about mood disorders and suicide prevention, (4) Promotes poli- 
cies and legislation that impact suicide and prevention, (5) Provides programs and 
resources for survivors of suicide loss and people at risk, and involves them in the 
work of the Foundation. 

I have provided the committee staff with a Power Point presentation I recently 
delivered here in Washington, DC on March 8, 2010, entitled, “Suicide Prevention — 
Saving Lives One Community at a Time.”* I also included a copy of AFSP’s 2010 
Facts and Figures on Suicide. Both documents will provide Committee members and 
their staff an overview on the issues associated with suicide in America today, along 
with some examples of programs and services to prevent this major public health 
problem. 

Suicide is the 11th leading cause of death in the United States and the third lead- 
ing cause of death in teens and young adults from ages 15-24. The suicide rate in 
this younger group is about 9/100,000. In one study of a well monitored tribe the 
rate was 128.5/100,000 or more than 13 times that of all other US young people. 
In this single tribe there were 25 deaths in one year. Monitoring of suicide attempts 
and suicide is an essential first step. 

Suicide is the result of unrecognized and untreated mental disorders. In more 
than 120 studies of a series of completed suicides, at least 90 percent of the individ- 
uals involved were suffering from a mental illness at the time of their deaths. The 


*The information referred to has been retained in Committee files and can be found at 
www.afsp.org j index.cfmfpage id=598DA610-DC4C-A681-45A4701729BA0C93. 
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most common is major depression, followed by alcohol abuse and drug abuse, but 
almost all of the psychiatric disorders have high suicide rates. 

So, the major risk factors for suicide are the presence of an untreated psychiatric 
disorder, the history of a past suicide attempt and a family history of suicide or sui- 
cide attempts. The most important interventions are recognizing and treating these 
disorders. Every culture has strong biases against doing that. These must he identi- 
fied and overcome. 

One such effort to present youth suicide to the general population is two films 
AFSP developed. The first is about depression and is for teens and the second is 
a companion film to help teachers recognize the mental illnesses in teens that may 
lead to suicide. Both deal with recognition and referral. The first depicts four teens 
with different types of depression who are referred for treatment hy four different 
people (parent, peers and a guidance counselor, the kid himself and a primary care 
physician). The package is currently being used in more than 1,000 schools across 
the country and has recently heen adopted by the State of Alabama to show in every 
high school in the state. A similar film could and should be made for and about Na- 
tive American teens. Although such films need clinicians and a filmmaker who are 
culturally sensitive, the messages should be the same: depression is a medical ill- 
ness, it is not your fault, it is OK to seek help and treatments can make you well. 

A second approach being used in the general population is screening for early de- 
tection and referral. An approach best exemplified by Teen Screen. For young adults 
AFSP has an anonymous online screening program that is evidenced based and ap- 
proved for use by the Suicide Prevention Resource Center. It involves having a coun- 
selor available to respond quickly to an e-mail questionnaire that the troubled 
young person submits to engage them in a dialogue in order to finally convince the 
person to come for an evaluation. It is proven to engage young people who are not 
known to the health system. 

A third, but extremely important aspect to suicide prevention is to train nurses, 
other health personnel and primary care physicians to recognize disturbed kids and 
begin treatment. I would think this should entail getting the entire tribe or pueblo 
involved in the endeavor. There are many public health models of paraprofessionals 
being the first source of recognition. Those young people who do not respond to ini- 
tial treatments need to be referred to mental health and substance abuse specialists. 
The referral process needs to be clear and simple. The substance abuse treatment 
should also start with self help groups on the reservations. There are proven short 
term psychotherapy interventions for suicide attempters and for people with depres- 
sion in the general population. Money needs to be invested to develop such therapies 
for Native Americans. 

Finally, AFSP believes that suicide postvention behavior is important in suicide 
prevention, so we have multiple ways to improve this aspect of care. AFSP has al- 
ready done two suicide support group training programs in South Dakota that in- 
cluded Native American participants. AFSP is writing postvention instructions for 
middle and high school personal to guide them in their plans in the aftermath of 
a suicide. AFSP’s website contains many other resources that those who have lost 
someone to suicide can review and use or modify. 

Chairman Dorgan, Ranking member Barrasso, suicide in Native American youth 
is rising and is an absolute crisis. Depression can be fatal. Excessive drinking or 
drug use can be fatal. The fatality is mainly by suicide. Culturally sensitive but sus- 
tained efforts with multiple approaches offer our best hope to get students into 
treatments. Obviously, if there is a shortage of treatment resources, than dollars 
need to be allocated to develop innovative new treatments for Native American 
youths. We must reduce this fatal outcome. The American Foundation for Suicide 
Prevention is ready and willing to offer our expertise and advice to this Committee 
and to all members of Congress as you make the important decisions on how to re- 
duce suicide in the Indian nations. 

I will be happy to answer any questions you and your colleagues might have. 
Thank you. 

Attachment 
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2010 Failjk & FiguBteon Sui^lide: 

Suicide is a preventable public health problem and a leading cause of deathinthe United 
States* More investment in suicide prevention, education and research will prevent the 
imtimely deaths of thousands of Americans each year. 


Suicide - Basic Facts: 

❖ An American dies bv suicide every 16 minutes, and more 
than 33,000 die by suicide every year.* 

<♦ 2,300 Americans attempt to take their life each day.* 

90% of the individuals who die by suicide had a 
diaenosable psychiatric disorder at the time of their 
death.* 

<♦ Depression, bipolar disorder and substance use disorders 
are among the leading causes of suicide. 

For every female suicide, there are four male suicides, but 
three times as many females as males attempt suicide.* 

❖ Suicide is the third leading cause of death among those 
15-24 years old.* 


14.3 of every 100,000 people age 65 and older died 
by suicide in 2004, higher than the rate of about 11 
per 100,000 in the general population.** 

Male Veterans have double the suicide rate of 
civilians.** 

More Americans die each year by suicide than by 
homicide. 

Suicide is the eighth leading cause of death for 
American Indians/Alaska Natives of all ages.*** 

•NATKINAL CEMIIR FOR HEALTH STATimCS FOR THE VEARaXK 
■'NATIONAL IMSmJTE OF MENTAL HEALTH 
■"SUICIDE PREVENTION RESOURCE CENTER 


Suicide - The Cost: 

❖ Suicides in one year cost the U.S. $13 billion in lost earnings.* 

❖ 1.3 million years of life are lost to suicide annually.** 

•> Suicide attempts requiring hospitalization cost the U.S. $3.8 billion each year.*** 


•axa, K.i. rr al American xjurnalof public 

"NATIONAL CENTER FORINAimpREVEMTION AND CONTROL, WISQARS IWWW.CDC.GOV/NCIPC/WISC1ARSI 



SOURCE; NATIONAL CENTER TOR HEALTH STATISTICS 


For more information call (202) 449-3600 
or visit our websites at wwwAFSP.org or www.SPANUSA.org 


The Chairman. Dr. Clayton, thank you very much. 

There are four minutes remaining in the vote, so Senator 
Franken and I will have to depart shortly. 

Laurie Flynn, I would like to have our staff connect with you 
after this hearing with respect to the TeenScreen Program. It ap- 
pears to me TeenScreen is something that perhaps could be very 
helpful for us to collaborate with you and try to move it in a much 
more significant way nationally. I had a chance to review a bit of 
what you have written, and it seems to me very, very inspiring. 
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So two things: number one, we apologize for the inconvenience of 
this short hearing; number two, all of the statements will be part 
of the permanent hearing record; number three, the hearing record 
will remain open for two weeks, and we will submit written ques- 
tions and would like to complete the hearing record with questions 
from the Senators. 

In the meantime, I want to adjourn the hearing and then begin 
a listening session with our Staff Director and the Deputy Staff Di- 
rector on the minority side for the remaining testimony. 

We thank you very much for being here. 

The hearing is adjourned and the listening session will begin. 
And I would hope Ms. Binney and Ms. Harjo will come up and take 
their chairs. 

[Whereupon, at 10:12 a.m., the Committee proceeded to other 
business.] 



LISTENING SESSION ON THE PREVENTABLE 
EPIDEMIC: YOUTH SUICIDES AND THE 
URGENT NEED FOR MENTAL HEALTH CARE 
RESOURCES IN INDIAN COUNTRY 


THURSDAY, MARCH 25, 2010 


U.S. Senate, 

Committee on Indian Affairs, 

Washington, DC. 

The listening session began at 10:12 a.m. in room 628, Dirksen 
Senate Building, Allison Binney, Majority Staff Director/Chief 
Counsel and Rhonda Harjo, Deputy Chief Counsel of the Com- 
mittee, presiding. 

STATEMENT OF ALLISON C. BINNEY, MAJORITY STAFF 

DIRECTOR/CHIEF COUNSEL, SENATE COMMITTEE ON 

INDIAN AFFAIRS; ACCOMPANIED BY RHONDA HARJO, 

DEPUTY CHIEF COUNSEL 

Ms. Binney. Good morning. I am Allison Binney. I am the Staff 
Director for Chairman Dorgan on the Senate Committee on Indian 
Affairs. And with me is Rhonda Harjo, the Deputy Chief Counsel 
for the Vice Chairman. 

So as Chairman Dorgan said, we are going to go ahead and con- 
tinue on with the listening session, so this listening session will 
continue to be broadcast via the website, and it is still available for 
people to watch it. We are still going to continue with the tran- 
script that will then be available to all the Committee Members. 

With that, let’s go ahead and begin with Ms. Laurie Flynn from 
the TeenScreen Project. 

Thank you, Ms. Flynn. 

STATEMENT OF LAURIE FLYNN, EXECUTIVE DIRECTOR, 

TEENSCREEN NATIONAL CENTER FOR MENTAL HEALTH 

CHECKUPS, COLUMBIA UNIVERSITY 

Ms. Flynn. Thank you and good morning. Again, I want to join 
my colleagues in thanking the Senator, the Chairman for orga- 
nizing this hearing and session, and I want to thank you very 
much for gathering the wonderful group that you have to share in- 
formation about how we address this very, very significant public 
health problem. 

I am very honored to be here this morning. My name is Laurie 
Flynn. I am the Executive Director of the TeenScreen National 
Center for Mental Health Checkups at Columbia University. I have 

( 21 ) 
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been at Columbia University working with this program since 

2001. 

The TeenScreen National Center’s mission is to prevent adoles- 
cent suicide and reduce the disability associated with mental ill- 
ness by mainstreaming mental health checkups as a routine proce- 
dure for adolescents in healthcare, in schools and other youth-serv- 
ing settings. 

We are able to provide our tools, our training, our technical as- 
sistance and support to communities throughout the Country at no 
cost because we have been very generously funded by a family phi- 
lanthropy. 

As a parent whose oldest daughter made a very serious suicide 
attempt at age 17, I want to thank the young man to my right, 
Carlos Mangas, for his lovely testimony, very moving. And I really 
think that having the photographs of these young people here with 
us really helps to keep our minds directed to the ultimate goal, and 
it is to step up to this problem for our youth in Native American 
and Alaska Native communities. 

We have heard from Dr. Clayton and we have heard from our 
colleagues at the Indian Health Service the significant statistics 
that surround the tragedy of adolescent depression and youth sui- 
cide. And what I want to share with you very briefly is one part 
of an effort at solution. 

We know that suicide in adolescents nearly always is an out- 
growth of depression and other serious mental illnesses. And we 
know that 20 percent of adolescents suffer from a mental disorder 
at some point during their youth. We know that about 10 percent 
or 11 percent of those youngsters have a disorder significant 
enough to seriously impair their functioning. These are the youth 
at great risk. 

And yet only about one-fifth of youngsters with mental illnesses 
are identified and receive services, and we have reason to believe 
that in Indian Country that number may even be smaller. 

Yet we know there is a window of opportunity of perhaps two to 
four years between the onset of the first symptoms of mental dis- 
order and the development of the full-blown disorder which can 
then create severe outcomes, including death. 

Screening for mental illnesses can be accomplished. We have 
been doing this now for a number of years using a variety of evi- 
dence-based screens that can be safely and effectively administered 
in a wide range of settings. 

Screening for mental illness with an evidence-based tool in pri- 
mary care settings, physicians’ offices and clinics, has been proven 
much more effective than informal interviews, which tend to miss 
over 50 percent of youth at risk. We know that by identifying 
youngsters with signs of mental illness early, we can be^n to pro- 
vide the range of supports to the family, to the community, and to 
the youngster that can make a lifesaving difference. 

These are not just my opinions. Screening is based in over 20 
years of solid science led at Columbia University. Mental health 
screenings or mental health checkups, as we call them, have been 
safe and effective. The Institute of Medicine in its national report 
last week recommended regular screening for adolescents for men- 
tal disorders. 
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The U.S. Preventive Services Task Force has recommended an- 
nual depression screening and primary care for all of our teens. 
Our program is recognized by SAMHSA in its national registry of 
evidence-based practices. We know that mental health checkups 
can be administered safely in a variety of ways. In schools, and we 
have had a lot of experience in Indian Country with the Gila River 
Schools, with Turtle Mountain Schools, and with the Riverside In- 
dian School. 

For many years, we have seen in a variety of Indian Country set- 
tings, as well as working with Alaska Native sites, that these men- 
tal health checkups can be administered in ways that are cul- 
turally sensitive and surround the youngster with the immediate 
help and support if they need it. 

In schools, we provide a service that trains the guidance coun- 
selor, the school nurse or a visiting health professional to work 
with the youngster, to provide the checkup which is self-adminis- 
tered. It is a brief screen. 

Let me just give you an example of what it looks like. This is the 
one we use most frequently in doctors’ offices. It is this simple. It 
is an evidence-based checkup. It can be given on a clipboard while 
the youngster is in the waiting room waiting for his appointment 
with his primary care physician or with the health practitioner. 

It can be scored within a minute and it can indicate whether or 
not the youngster has problems that require further counseling, 
further probing or referral if necessary if there is a real crisis at 
hand. We always work to engage the family and the community be- 
cause we know that health and healing will require the engage- 
ment of all the youngsters’ close connections. 

We do know, too, that for youngsters who have the most severe 
depression and are at greatest risk for suicide, it is essential that 
programs like tele-medicine and the program that has been active 
in the situation in New Mexico can make the difference. 

We believe that early detection, identifying the youngsters who 
need the help, and being able to sort out quickly which ones are 
at the greatest risk will help us use our limited resources most ef- 
fectively. And in combination with community supports, efforts to 
increase the availability of appropriate mental health resources, 
and tele-medicine, we can make a real difference for youngsters in 
Indian Country. 

We are delighted to offer our program to officials at the Indian 
Health Service, to various tribal councils, and to Members of this 
Committee so that we can work with you as partners to reduce this 
ongoing tragedy, to implement mental health checkups, to identify 
those youth who are in trouble who need support, and to help them 
get lifesaving assistance. 

Thank you. 

[The prepared statement of Ms. Flynn follows:] 

Prepared Statement of Laurie Flynn, Executive Director, TeenScreen 
National Center for Mental Health Checkups, Columbia University 

Good morning Chairman Dorgan, Ranking Member Barrasso, and members of the 
Committee. I am honored to appear before you today to present testimony about the 
tragic and ongoing problem of youth suicide in Indian Country. My name is Laurie 
Flynn and I am executive director of the TeenScreen National Center for Mental 
Health Checkups at Columbia University. I have served in this capacity since Janu- 
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ary 2001, and I am pleased to share information about our program and our role 
in addressing adolescent suicide. 

The mission of the TeenScreen National Center is to prevent adolescent suicide 
and reduce disability associated with mental illness by mainstreaming mental 
health checkups as a routine procedure for adolescents in health care, schools, and 
other youth-serving settings. From our beginning, we have provided tools, training 
and technical assistance at no cost, and we now support mental health screening 
in more than 900 sites in 43 states, including tribal settings. 

We are fortunate to be funded by a generous family foundation. Our benefactors 
share our dedication to reducing the devastating impact of undetected depression 
and other serious mental health problems on adolescents and their families. As a 
parent whose oldest daughter made a very serious suicide attempt at age 17, I can 
understand the ongoing pain of families in Indian Country as they struggle to find 
help and hope for their children. 

Depression and Suicide among Native American and Alaska Native Youth 

Today’s hearing is important because youth suicide remains a significant public 
health challenge in the United States. Suicide is the third leading cause of death 
for all youth 11 to 21 years of age, and it accounts for approximately 12 percent 
of all deaths in this age group. As alarming as these statistics are, we know that 
the problem is much worse among American Indian and Alaska Native youth. The 
suicide rate for American Indian and Alaska Native youth is almost twice that of 
young people generally, and suicide is the second leading cause of death among 15- 
to 34-year-olds in these populations. 

Unfortunately, suicide rates do not capture the full extent of the problem. Accord- 
ing to data cited by the Centers for Disease Control and Prevention (CDC), there 
are approximately 100 to 200 suicide attempts for each completed suicide among 
young people 15 to 24 years of age. Among American Indian and Alaska Native 
youth attending Bureau of Indian Affairs schools, a 2001 Youth Risk Behavior Sur- 
vey found that 16 percent had attempted suicide in the preceding 12 months. 

Despite these alarming numbers and widespread recognition of the epidemic of 
youth suicide among American Indian and Alaska Native youth, we are still not 
doing enough to identify and assist young people suffering from depression and 
mental illness. National Institute of Health (NIH) research shows that more than 
90 percent of all individuals who commit suicide are suffering from diagnosable 
mental illness in the year preceding their death. Yet, according to the Substance 
Abuse and Mental Health Services Administration (SAMHSA) more than half of all 
persons who die by suicide have never received treatment from a mental health pro- 
vider. Once again, the picture is even worse in tribal communities, with even fewer 
individuals receiving treatment. 

This epidemic of preventable suicide among young people has been exacerbated 
by shortfalls in funding for the Indian Health Service (IHS), provider shortages, and 
the difficulty of providing services in rural, isolated locations. Each year, funding 
shortfalls within IHS limit referrals for medically necessary contracted health serv- 
ices. The vacancy rate for physicians in the IHS is approximately 20 percent, and 
27 percent of the IHS workforce — nearly one-third — will be eligible for retirement 
in 2011. And the rural nature of Indian Country provides additional hurdles for 
both patient access and provider recruitment. 

Despite these challenges, there are effective and efficient ways to improve the 
early identification and treatment of mental illness and reduce needless deaths by 
suicide. Mental health screening can identify youth most at risk and provide inter- 
vention early, when it is most effective. 

Defining Mental Health Screening 

Mental health screening, also referred to as a mental health checkup, refers to 
the administration of a standardized, evidence-based mental health questionnaire, 
such as the Pediatric Symptom Checklist (PSC) or the Patient Health Questionnaire 
9 Adolescent (PHQ-9A). These mental health screens include between 9 and 35 
questions and take 5 to 10 minutes to complete. The questionnaire is then scored 
to determine whether additional follow-up is necessary. It is important to note that 
a positive mental health screen is not a diagnosis of mental illness. Rather, a posi- 
tive score on a mental health screen is an indication that further evaluation by a 
health or mental health provider is necessary. Whether provided in a school, com- 
munity, or medical setting, the TeenScreen mental health checkup involves pro- 
viding assistance with referral for mental health evaluation or treatment to inter- 
ested youth and their families, who may accept or decline to receive services. In 
school and community settings, where a formal referral network like those in many 
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medical settings may not exist, active steps to engage parents and assist them in 
linking to services are encouraged. 

While some have raised concerns about whether mental health screening might 
increase thoughts of suicide, research published by Gould et al. in the Journal of 
the American Medical Association demonstrated that there is no increased risk 
posed by mental health screening. Inquiring about mental health status, suicidal 
ideation and previous suicide attempts does not increase distress or suicidal 
thoughts in youth. The research also found beneficial effects for depressed youth 
and previous suicide attempters post-screening. Anecdotal evidence suggests that 
many young people are relieved to have the opportunity to discuss their mental and 
emotional concerns in a confidential setting. 

Why Screen for Depression — Science and Research Support 

The importance of early detection, through screening of mental illness, has been 
well documented through medical research and by governmental entities. In 1999, 
the Surgeon General released both The Surgeon General’s Call to Action to Prevent 
Suicide and Mental Health: A Report of the Surgeon General. These publications 
highlighted mental health screening as an effective tool for suicide prevention and 
suggested that primary care providers and schools could provide effective settings 
for the detection of mental illness. In 2003, the President’s New Freedom Commis- 
sion on Mental Health recommended an increase in early identification efforts by 
primary care providers. More recently, the Institute of Medicine (lOM) and National 
Research Council (NRC), in their report Preventing Mental, Emotional, and Behav- 
ioral Disorders Among Young People: Progress and Possibilities, recommended that 
the federal government make preventing mental, emotional and behavioral dis- 
orders, and promoting mental health in young people a national priority. Medical 
panels and professional groups have also recommended mental health screening for 
adolescents, including the United States Preventive Services Task Force (USPSTF), 
the American Academy of Pediatrics (AAP), the American Academy of Family Physi- 
cians (AAFP), and the American Medical Association (AMA). 

A mental health checkup using an evidence-based, standardized tool should be in- 
corporated into the annual well-child visit for all adolescent youth as part of routine 
preventive care. We now know that in youth up to age 21 there is a window of op- 
portunity of two to four years, between the first symptoms and the onset of the full- 
blown diagnosable disorder, when treatment is most effective at reducing the sever- 
ity of specific disorders. 

However, we also know that primary care providers often rely on informal, 
unproven mental health screening methods and that mental health issues are some- 
times not addressed at all. Further compounding the problem, many young people 
do not receive regular preventive care visits. This is especially true for American 
Indian and Alaska Native youth in rural settings, where the closest pediatrician 
may be several hours away. In fact, according to the AAP, the average number of 
well-child visits within the American Indian and Alaska Native populations has 
dropped more than 35 percent over the last decade. As a consequence, it is impor- 
tant to incorporate mental health screening into a wider array of youth serving pro- 
grams, such as those offered in school and community-based settings. 

TeenScreen Schools and Communities — Our Work with Trihal Communities 

The TeenScreen Schools and Communities program has been affirmed as an evi- 
dence-based method of addressing youth suicide. The TeenScreen Schools and Com- 
munities program is included in the Best Practices Registry for Suicide Prevention 
put out by the Suicide Prevention Resource Center (SPRC). The program is also in- 
cluded in the SAMHSA National Registry of Evidence Based Programs and Prac- 
tices (NREPP). TeenScreen has assisted a number of school and community based 
sites in providing mental health screening and referral to youth in Indian Country. 
Together, these programs have offered mental health screening to thousands of 
young people. I would like to highlight a few of these programs. 

A number of Garrett Lee Smith grantees have chosen to incorporate TeenScreen 
into their suicide prevention efforts. Signed into law on October 21, 2004, the Gar- 
rett Lee Smith Memorial Act (GLSMA) was the first federal suicide prevention pro- 
gram targeted toward youth and it created grants for states and tribal organizations 
to create and implement statewide/tribal suicide prevention plans. In all, at least 
13 grantees in 12 states have incorporated TeenScreen into their suicide prevention 
programs, including both campus and state/tribal grantees. 

Gila River Behavioral Health Authority 

One such grantee is the Gila River Behavioral Health Authority Youth Suicide 
Prevention Project in Sacaton, Arizona. This program serves the Gila River Indian 
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community, which includes a population of 14,000 located on 372,000 acres south 
of Phoenix. The Gila River grant-funded services include TeenScreen. 

The Gila River Regional Behavioral Health Authority began providing mental 
health screening to youth in schools within the region during the 2007-2008 school 
year. In the first year of screening, they were ahle to provide just 80 screenings, 
due to a low rate of parent consent. They also noted that a lack of good communica- 
tion channels has made implementing large scale programs, such as TeenScreen, 
more challenging. 

With continued effort and hy building trust in the community, the Gila River Re- 
gional Behavioral Health Authority was able to increase their screening rate consid- 
erably during the 2008-2009 school year, with a total of 455 youth screened. This 
was an increase of more than 400 percent, and the program has trained 11 teachers, 
counselors and staff at four sites to implement the TeenScreen program and pro- 
mote its sustainability. 

Among students screened in the program, 87 youth (approximately 19 percent) 
screened positive due to risk of suicide or need for early intervention services. All 
youth identified were referred for some type of support services: 74 youth were re- 
ferred for mental health services and 13 were referred for non-mental health serv- 
ices, such as social support services. 

The Gila River program is continuing its screening program in the 2009-2010 
school year, and the grant funding is currently authorized through September 2011. 

Turtle Mountain Schools of Belcourt, North Dakota 

In 2002, Paul Dauphinais, Ph.D., a practicing school psychologist employed by the 
Turtle Mountain Community School District, learned of the TeenScreen Program 
and decided to work to bring mental health screening to Turtle Mountain Schools. 
The schools are located in Belcourt, North Dakota and on the Turtle Mountain 
Chippewa Indian Reservation. 

At the onset. Dr. Dauphinais knew that community support would be critical to 
the success of the screening program. By educating community members and giving 
presentations on the subject to key stakeholders, he was able to garner support from 
the Tribal Chairman, parents, school administration, and area treatment providers 
who would provide clinical interviews and referral resources for youth identified 
through the screening process. 

By 2004, Dr. Dauphinais developed a screening plan that would enable him to 
offer screening in Turtle Mountain’s middle and high schools. He developed and 
strengthened relationships with local entities and staff that would participate in ad- 
ministering and supporting the screening program. Eventually, his screening team 
was comprised of school personnel, Indian Health Service (IHS) clinicians, commu- 
nity treatment providers and one case manager, whose position was funded by a 
Safe and Healthy Students Grant. (This position was first funded during the pro- 
gram development phase of the project, and has continued to be funded in each sub- 
sequent year.) Coordination with IHS staff and clinicians provided a unique oppor- 
tunity for collaboration, which benefited the families that both the schools and IHS 
exist to serve. The well-orchestrated screening program also ensured that no single 
system was overwhelmed with referrals at any given time, and that each youth and 
family, starting with the most critical cases, received appropriate referral services 
and case management. 

During the 2004-2005 school year, fewer than one hundred students participated 
in the program. Despite seeing lower numbers than the screening team anticipated, 
this first year allowed the team and supporting organizations to familiarize them- 
selves with the screening process and work to best utilize the community’s limited 
resources for the youth who required follow-up interviews and referral services. 
Over two hundred youth (225 total) were invited to participate in the program dur- 
ing the 2006-2006 school year. One hundred twenty-five youth received parent con- 
sent and were screened. Of those youth, 33 scored positive on the screening instru- 
ment, requiring a clinical interview with program staff. 

Unfortunately, personnel difficulties and a lack of funding resulted in a stalled 
program, i.e. they were no longer able to provide screening, in 2008. 

Riverside Indian School of Anadarko, Oklahoma 

Riverside Indian School (RIS) is a federally operated off-reservation boarding 
school located in Anadarko, Oklahoma. RIS is the largest Bureau of Indian Affairs 
boarding school in the United States, with an enrollment of 600 students in grades 
four through 12 and students from more than 100 different tribes across the United 
States. The student population is 100 percent American Indian. 

Gordon Whitewolf is a school therapist and counselor at RIS. Mr. Whitewolf pro- 
vides counseling and therapeutic services for students experiencing variety of behav- 
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ioral and mental health problems. He is an Oklahoma Licensed Behavioral Practi- 
tioner, and an Internationally Certified Alcohol/Drug Counselor. 

By 2002, Mr. Whitewolf was well into his tenure at RIS and witnessed first-hand 
the alarming rates of mental illness, substance abuse and suicide risk among his 
students. He felt that through his work at RIS, he and his colleagues could 
proactively identify youth who might be at the highest risk for suicide or other men- 
tal health concerns. Mr. Whitewolf found that many students came to RIS with a 
variety of mental health problems that were not previously identified. Some youth 
were struggling with depression and suicidality; others were dealing with anxiety- 
related disorders, associated with separation from their family and friends, and 
learning to adjust to a new environment. 

Mr. Whitewolf set out to identify a program or intervention that would enable the 
RIS counseling and medical staff to identify students in need of immediate interven- 
tion, as well as those students who would benefit from additional support through- 
out the school year. A colleague presented him with preliminary information about 
a new mental health checkup program being offered by Columbia University. After 
collecting information on the program and presenting it to the Director of Student 
Services, he was granted permission to bring the TeenScreen Program to RIS during 
the 2002 school year. 

“Native American’s have survived centuries of historical trauma and infirmity,” 
Whitewolf says. “Today, Native American youth face similar discord constructed by 
society such as violence, racism, substance abuse, and mental health problems. 
These problems impact youth in different ways, and may bring about a feeling of 
hopelessness or worthlessness. That is why Riverside Indian School implemented 
the Columbia University TeenScreen Program. The Program helps staff identify 
those students showing evidence of suicidal ideation, previous suicide attempts, pos- 
sible mood disorder, as well as substance use.” 

In the program’s first year, Mr. Whitewolf and the counseling team offered screen- 
ing to the entire student body. The screening team consisted of two school therapists 
who administered the screening questionnaire and provided clinical interviews, and 
a nurse practitioner who provided case management services. In addition, close con- 
sultation and cooperation with Parent Liaison staff and Medical Center staff en- 
sured that every element of the student’s care and well-being was considered. 

The results of the screening in the first year were telling: staff found that 17 per- 
cent of youth screened reported suicidal ideation or a previous suicide attempt; 20 
percent reported problems with substance abuse; and 19 percent reported symptoms 
of depression. Mr. Whitewolf and RIS counseling staff assisted youth at highest risk 
immediately, and provided follow-up assessments (and treatment when necessary) 
for all students who screened positive. With such a large segment of the student 
population suffering from mental health and substance abuse problems, screening 
allowed the counseling team to provide triage evaluations to all students, and iden- 
tify youth at highest risk, ensuring that cohort of students receives the critical care 
they need. 

Since his initial success in 2002, Mr. Whitewolf and colleagues routinely offer 
mental health screening to all new students at the beginning of each school year. 
“The TeenScreen Program provides an opportunity for therapeutic intervention for 
students in need of services, and the ability to assist each student both at school 
and when they return to their respective tribal community upon completion of the 
school year,” Mr. Whitewolf has explained. In addition, he has stated that screening 
has allowed counseling staff to communicate more effectively with the medical unit 
on campus, creating a unique system that fosters better over-all care for RIS stu- 
dents. 

Lessons Learned 

These case studies highlight both the successes and the challenges of reaching at- 
risk youth in Indian Country through mental health screening. Thousands of young 
people have received a screening, and hundreds have been connected to needed sup- 
port services. More importantly, for many youth, the screenings serve as an oppor- 
tunity to start a conversation about mental and emotional health. 

However, much as in medical settings, we cannot reach all young people through 
these screening programs. Funding shortfalls often lead to the end of a screening 
program; when a grant runs out, the program stops. We also know that some of the 
most at-risk young people cannot be reached in a school setting. Mental illness is 
the leading cause of disability-related school dropout, and youth suffering from men- 
tal illness are much more likely to leave school before graduation. In fact, a 2010 
report from the University of California, Los Angeles (UCLA) Graduate School of 
Education and Information Studies found that fewer than 50 percent of American 
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Indian and Alaska Native youth in the Pacific and Northwest of the United States 
graduate from high school. 

Recommendation — Integrate Screening into Multiple Youth Serving Set- 
tings 

In order to provide comprehensive services and reach as many at-risk youth as 
possible, it is imperative that we provide opportunities for prevention and early 
intervention in all youth-serving settings where appropriate supports can he ar- 
ranged. This may include, hut is not necessarily limited to, medical, school and com- 
munity settings. 

In American Indian and Native American communities, cultural programs can 
play an important role in promoting and providing access to mental health screen- 
ing. TeenScreen site coordinators in Indian Country have repeatedly stressed the 
importance of engaging tribal leaders to communicate about the importance of men- 
tal health screening and to build trust within the community. Many suicide preven- 
tion programs incorporate initiatives to celebrate and preserve Native culture into 
their efforts, and these settings should play a role in helping to identify at-risk 
youth through screening. 

The health care reform bill signed into law by President Obama on Tuesday will 
go some way to helping to expand mental health screening in the medical setting. 
The language includes provisions to provide United States Preventive Services Task 
Force recommended services without cost-sharing in benefit plans, which includes 
annual depression screening for adolescent youth ages 12 to 18. However, we know 
that mandating coverage of a service does not always translate into the service 
being provided in clinical practice. Therefore, we must continue to work to raise the 
visibility of the need for mental health screening as we expand access in multiple 
youth-serving settings. 

Recommendation — Expand Telemedicine With Focus on Mental Health of 
Youth 

Identifying youth in need of mental health services through screening is of little 
utility if we are unable to connect them to necessary services. As we referenced ear- 
lier, the IHS suffers from a provider shortage for all types of providers, and child 
and adolescent psychiatrists are in short supply, not just in the IHS, but the system 
more generally. Furthermore, the rural and often isolated locations in which many 
American Indian and Alaska Native youth reside contribute to the difficulty of con- 
necting them to appropriate mental health providers. 

An important solution to addressing these challenges has been the expansion of 
the use of telemedicine services, including telepsychiatry. For example, the Univer- 
sity of New Mexico’s Center on Rural Mental Health has been providing telepsychi- 
atry services, also referred to as tele-behavioral health services, to the Mescalero 
tribe and others in New Mexico. Through a contract with the IHS and the State 
of New Mexico, the Center is able to offer patient diagnosis, treatment, and super- 
vision services. The Center is also able to help address the workforce shortage by 
providing additional training and supervision to mental health providers, such as 
social workers. 

The success of such programs has spurred an increased investment in tele-behav- 
ioral health services. The Methamphetamine and Suicide Prevention Initiative 
(MSPI) included funding to establish a National Tele-Behavioral Health Center of 
Excellence, and at least 50 IHS and federal sites are using or in the process of cre- 
ating tele-behavioral health services. The American Recovery and Reinvestment Act 
of 2009 (ARRA) also provided funding to expand the infrastructure necessary to sup- 
port telemedicine. 

The health care reform legislation signed into law earlier this week also includes 
provisions that will help expand access to services for American Indian and Alaska 
Native youth. New grant moneys for telepsychiatry projects are included in the leg- 
islation, as well as provisions targeted toward addressing IHS workforce recruit- 
ment; improving rural health services; reducing health disparities; and expanding 
access to preventive services. 

These are all steps in the right direction, but we remain far from being able to 
serve all youth who are in need of mental health services adequately. We must con- 
tinue to address the shortage of services through common-sense, proven approaches 
such as telemedicine. 

TeenScreen National Center as a Resource 

Thank you for the opportunity to testify. The TeenScreen National Center stands 
ready to serve as a resource, and I look forward to working with the members of 
this Committee as you develop policies to improve the lives of American Indian and 
Alaska Native youth. 
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Ms. Binney. Thank you, Ms. Flynn. 

Next, we will hear from Hunter Genia, who is the Behavioral 
Health Administrator at the Saginaw Chippewa Tribe in Michigan. 

STATEMENT OF HUNTER GENIA, ADMINISTRATOR, BEHAVIOR 
HEALTH SERVICES, SAGINAW CHIPPEWA TRIBE 

Mr. Genia. Good morning. [Greeting in native language.] 

My name is Hunter Genia. I am the Behavioral Health Adminis- 
trator for the Saginaw Chippewa Indian Tribe. I would like to 
thank the other panelists that have spoken. Probably unlike many 
of them, except for the young man that spoke, I don’t work on a 
Federal level. I actually work in our tribal community on the 
ground level and kind of see what is going on for our nation. 

I also work with a collaboration of tribes in Michigan that are 
recipients of a SAMHSA grant called Access to Recovery. I believe 
that was originally started under the Bush Administration and has 
continued hopefully under the Obama Administration. I want to 
talk about that briefly as well. 

I also recognize that where I come from, the Odawa and Ojibway 
Nation in Michigan that I descend from Pontiac, who back in the 
1700s was a leader among the Great Lakes tribes that tried to 
thwart the expansion of Western Civilization because his fear was 
that we would adopt too many of the non-native ways and we 
would lose ourselves and become lost. 

And I think what we are seeing here in Indian Country is a deep 
psychological wound that has not healed for many, many genera- 
tions and hundreds of years. We have seen this through the Indian 
boarding schools that often goes untalked about here in America in 
our history books. And we have not recovered as an Indian people 
in this Country as a result. 

A lot of people believe that the Indian boarding schools was only 
from the 1870s to the 1930s. But in Michigan, we had one Indian 
boarding school that remained open until the early 1980s. And my 
own brother and my own sister attended these schools. And if you 
want to talk about trauma, it has only been disclosed in recent 
years that sexual abuse, physical abuse, emotional abuse has oc- 
curred in these Indian boarding schools, often led by a lot of the 
church institutions and missionaries. 

But as the Administrator, I have been asked to try to address 
some of the lack of resources that we have in our community re- 
garding mental health services. So for the last four years, I have 
been the Saginaw Chippewa Behavioral Health Administrator, and 
prior to that for six years, our Clinical Mental Health Director. 
Prior to that, for 10 years I worked in the American Indian urban 
population where there is virtually zero dollars for Indian 
healthcare for the majority of the American Indian population that 
live in non-reservation communities. 

The Saginaw Chippewa Behavioral Health Program and the 
Saginaw Chippewa Indian Tribe is providing nearly 70 percent of 
our funding just to operate our own programs. So the amount of 
dollars coming from Indian Health Service or other grant funders 
is much less than that. So I just want to point that out. 

So right now, our tribe is putting over $1.5 million into just our 
behavioral health services. We offer an outpatient mental health. 
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substance abuse, residential program, but we are veiy unique as a 
tribe. And I also want to point out that the majority of gaming 
tribes are not profitable. The majority of gaming tribes are in the 
red and can’t do what we are doing and providing. So in Michigan, 
our tribe is very unique. 

One of the things I want to point out about the Access to Recov- 
ery grant is that it also recognizes our cultural and spiritual beliefs 
and our teachings and our ceremonies, and that they are actually 
utilized in our efforts in recovery. So whether we are working with 
adolescent children or adults or elders, the majority of our people 
are asking that traditional and cultural practices be a part of their 
treatment process. 

And that is one of the beautiful things about the Access to Recov- 
ery grant, which is under SAMHSA, is that it actually acknowl- 
edges and respects who we are as an indigenous people here in this 
Country. 

And I just want to point out and remind people that it wasn’t 
until 1978 that the American Indian Freedom of Religion Act was 
even passed in this Country, which took a special act by Congress. 
So until then, many of our people have had to live in generations 
of hiding and privatize, really, who we are as an indigenous people. 
And I just want to point that out because I think a lot of these pro- 
grams are great, but it is not really talking about where a lot of 
these wounds are originating from. 

And so oftentimes what we have are band-aid approaches to ad- 
dressing American Indian health needs, especially the mental 
health needs. 

During the 2008 and 2009 fiscal years, at any given time we 
have had an average number of up to 60 tribal members, commu- 
nity members waiting to access our behavioral health services. 
During this time, they could wait up to an average of three months 
before they could even see a counselor of a clinician. And I just 
point that out because if we had more funding, we could add more 
staff to our programs and our resources and be able to address 
some of those needs. 

The Saginaw Chippewa Indian Tribe also made a decision to 
build our own residential treatment facility. Before we even laid 
the first brick down to build this facility, we had phone calls from 
all of the other Michigan tribes asking if our residential facility will 
be open to their tribes. And unfortunately, they are not. And some 
of that has to do with some of the Indian Health Service policies 
regarding funding and some of the access to care. 

But one of the reasons why we built the residential treatment 
center on our own reservation is because other than our tribal resi- 
dential program, our community members had to travel at least six 
to eight hours or out of State to even access culturally sensitive 
treatment facilities and programs. Otherwise, it would go to non- 
native programs that oftentimes were not sensitized to our values, 
our traditions and our culture. And therefore, a lot of the non-na- 
tive approaches to treating our people were often utilized and a lot 
of our people were discriminated against or biased in those treat- 
ment settings that they were non-native. 

So I think since we opened up our own residential program, over 
250 of our own tribal members have gone through our residential 
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program. And if that residential program was not there, probably 
the majority of them would have never even gone into treatment 
at all. 

So one of the things I want to point out is, our tribe is footing 
the bill for most of our Indian health care, not the United States 
or the Federal Government or Indian Health Service, for that mat- 
ter. We are very fortunate that all the tribes of Michigan are part 
of the Access to Recovery grant under SAMHSA, but it still is not 
adequate funding to provide the level of services and care that we 
need in our tribal communities. 

I am 40 years old. I got my master’s in social work from Grand 
Valley State University. I don’t drink. I don’t do drugs. I don’t 
smoke. But I am very much in a non-conceited way unique in that 
regard. 

I was talking to a young man here earlier before the meeting 
started that is from Pine Ridge. I think the difference is that some- 
body along the way said that I could be somebody and had an op- 
portunity. And I think we can call it mental health illnesses and 
things of that nature, but the fact is that the majority of American 
Indian youth in this Country don’t see the opportunity. They are 
not given a chance to see what dreams that they can aspire to. 

If you look across the Nation here, how many of our people do 
you see that are in politics? How many do you see that are in 
sports? How many do you see that are in entertainment? Virtually 
none. Until we are able to place our own people in places of leader- 
ship that our young people can turn on the radio or look on TV and 
see, all they see is what is there on our reservation communities. 
And they don’t understand coming to Washington, D.C. is a possi- 
bility for them, you know, to be a Governor, to be a Senator, to be 
a Congressman. It is very far and few in between. 

And I think what we are trying to do and address in our commu- 
nity, I will give you two examples. Last October, we had GONA, 
Gathering of Native Americans. It is a four-day training actually 
facilitated by our own people, which initially started under 
SAMHSA. And it brought all of our community together in a good 
way, in a good place to talk about things that we needed to do to 
heal as a community. 

Because that is one thing that we all have as universal truths 
in Indian Country is that there is a lot of walking wounded people 
in our community that have not healed from post-traumatic histor- 
ical trauma. And until we address some of those things and give 
it a name and acknowledge those, I am not sure that all the pro- 
grams in the world are going to help. We need to focus on healing 
and wellness in our tribal communities and look at those kinds of 
things that are generated from multi-generational traumas. 

The other thing that happened in our community is that with the 
assistance of White Bison, is that we have the Journey for Forgive- 
ness hosted in our community. And that, for the first time in the 
Mt. Pleasant community, addressed the impact that Indian board- 
ing schools had on our people. And as you know, Indian boarding 
schools was very good at taking away our language, our culture 
and our traditions, and basically their goal was to Americanize us. 

So I think a lot of what is happening in Indian Country is that 
we have big who am I cultural identity issues that are going on 
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among a lot of our young people. Where do we belong? How do we 
fit in? Are we invited to the table? Are we important? I think a lot 
of our young people don’t feel that. 

And so a lot of the things that we are trying to do in our commu- 
nity is to let them know that they are important and to help pro- 
grams set up like that. 

But I will say that the majority, 60 percent to 70 percent of our 
behavior health funding is because our tribe made it a priority, the 
Saginaw Chippewa Indian Tribe. If we were to rely on Indian 
Health Service’s funding or the Federal Government, I mean, we 
would not have a majority of our programs available to our own 
community. 

And so we need more funding. We need more resources. We need 
more American Indian Native American leaders to step up and be 
a part of our tribal communities and lead these efforts and be seen 
and be visible in this Country in our communities. 

So that is basically my main message that I wanted to bring 
here. And I thank you for the opportunity, and I hope that in the 
future years that more funding and resources will be available to 
our tribal communities. But I also know that we as native people 
have to take the leadership role in making that happen. 

[Phrase in native language.] 

[The prepared statement of Mr. Genia follows:] 

Prepared Statement of Hunter Genia, Administrator, Behavior Health 
Services, Saginaw Chippewa Tribe 

Ahnii, Giwesinini Ndihzinkaaz, Wabezhenshi dodem, Mt. Pleasant, MI ndojibaa. 
My name is Hunter Genia and I am the administrator for the Saginaw Chippewa 
Indian Tribe Behavioral Health Services in Mt. Pleasant, MI., approximately one 
hour north of Lansing, our state capitol. The Saginaw Chippewa Indian Tribe be- 
havioral health services provides mental health services to all eligible Native Ameri- 
cans of any federally recognized tribe residing in a five county district in the central 
lower peninsula of Michigan. The Saginaw Chippewa Tribe has over 3,400 tribal 
members with roughly 50 percent of our population being under the age of eighteen. 

I have been the administrator here for 4 years and prior to that, the mental 
health director of our program for six years. Upon my employment here we were 
an outpatient mental health, substance abuse, and prevention program providing 
clinical mental health services to over four hundred fifty open clients, with no resi- 
dential services. In 2005, we opened up our own residential treatment center, fund- 
ed solely by the Saginaw Chippewa Indian trihe. 

During my tenure as the Administrator and Clinical Director, the Saginaw Chip- 
pewa Indian Tribe has carried the burden financially for providing the Behavioral 
Health care for our tribe. The Saginaw Chippewa Indian Tribe is providing 66 per- 
cent of our operational budget in this current fiscal year which equates to roughly 
1.9 million dollars. The Saginaw Chippewa Indian Tribe Behavioral Health Program 
during the last four years has provided over 8 million dollars to support Behavioral 
Health Services; this figure does not include any Indian Health Service funding. 

During the 2008 and 2009 fiscal years at any given time we had an average num- 
ber of sixty tribal members waiting to receive services. The average waiting time 
to receive services once on the waiting list could be up to three months before they 
could receive any type of counseling services. The Saginaw Chippewa Indian Tribe 
made a decision to build a residential treatment center here on our reservation. The 
primary reason for this was so that our tribal community members could access this 
care without having to travel several hours, or out of state to receive Native Amer- 
ican residential services. Distance to residential treatment provided a barrier for a 
lot of our tribal members to access services when needed. The closest Native Amer- 
ican residential program was located over eight hours away, which made it virtually 
impossible for family members to participate in the treatment process. Since we 
have opened up our residential services we have provided care to over 250 Saginaw 
Chippewa Tribal Members. The residential treatment center operational costs are 
solely funded by the tribe. The majority of Native Americans receiving residential 
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cares with us have had a combination of mental health and substance abuse dis- 
orders, known as co-occurring. Many of our tribal members have preferred to remain 
on our waiting list with our tribal services instead of seeking behavioral health serv- 
ices with other agencies and programs. 

During my emplo 3 Tnent with the Saginaw Chippewa Indian Tribe, barriers to pro- 
viding appropriate behavioral health care in our tribal community have been; inad- 
equate staffing levels, lack of available psychiatrist for adults and children, adult 
and child psychologist to see clients in need of specialized treatment and assess- 
ments, cultural competency. Native American staff, and funding. Other issues in- 
clude inadequate prevention, education, and screening for early identification of 
youth or adults at risk for suicide. In order for these barriers to be addressed effec- 
tively adequate funding is needed. 

Many of our tribal community children are faced with enormous challenges that 
can be barriers to success in their lives. Higher prevalence of physical, emotional, 
sexual abuse and neglect are experienced by children and adolescents in our tribal 
communities. Our community’s children are more likely to experience a higher prev- 
alence of substance abuse, domestic violence, mental illness, neglect and or have 
witnessed such before they reach the age of eighteen than any other racial ethnic 
group. Due to these higher rates of behavioral health issues roughly 40 percent of 
our clients we see are children and adolescence. 

The substance abuse and mental health issues we face and see in our community 
can be traced back to multigenerational trauma experienced by their parents, el- 
ders, and grandparents before them. A lot of the trauma can be traced directly to 
federal policies and practices like the Indian Boarding Schools. I am not surprised 
by this comparison which has gone severely unaddressed in tribal communities due 
to a lack of resources, funding, and staffing. Our tribal community has begun to ad- 
dress the mental health devastation that past federal government practices and 
policies have contributed to our people. Mental health issues we are addressing such 
as historical trauma, relocation, grief and loss, foster placement, physical, sexual, 
emotional, spiritual abuse, reactive attachment disorder, and trauma in tribal com- 
munities is enormous. This is what we see everyday coming into our clinic. This also 
means that specialized treatment and care is called for along with the acknowledg- 
ment and respect for cultural, traditional, and spiritual practices that were out- 
lawed thirty years ago prior to 1978’s American Indian Freedom of Religion Act. 
Also prior to this, the 1975 Indian Child Welfare Act was passed which protected 
our tribal children from being erroneously removed from their homes and commu- 
nity. These acts took special legislation and acts of Congress to protect our tribal 
community and our most precious resource, our youth. 

As an American Indian raised in an large urban American Indian population in 
Grand Rapids, MI and also on my reservation in Mt. Pleasant, Michigan, I can tell 
you that in both respects, it comes down to financial and people resources. Unmet 
needs are still very rampant today for the American Indian population who need 
access to substance abuse and mental health care that are appropriate for their 
level of needs. Often times in my experiences, the city, county, and state levels do 
not want to work cooperatively with the tribal governments and communities to en- 
sure that we are able to access this care equitably. 

I thank you for allowing me to be here this morning. 
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Attachment 


Suicide Prevention Risk, Protective Factors, and Recommendations 
Provided by Hunter Genia 

Some of the Risk Factors include: 

• Mental Illness 

• Substance Abuse 

• Loss 

• Failure/ Academic problems 

• Incarceration 

• Previous suicide attempts 


Some Protective Factors include: 

• Cultural/Religious beliefs 

• Coping/Problem Solving Skills 

• Ongoing health and mental health care 

• Resiliency, self esteem, direction, mission, determination, perseverance, 

• Optimism, empathy 

• Intellectual competence, reasons for living 


My recommendations to all of you that are decision makers and in positions of leadership 
in our country today is to do the following: 


• Increase funding for American Indian youth prevention mental health and 
substance abuse programming and make sure the funding goes directly to 
the tribes. 

• Review and revamp US public school education curricula to increase 
appropriate awareness of Native Americans today and our contributions to 
tins society. Utilization of Native American authored resources should be 
the standard not a recommendation. 

• Increase substance abuse and mental health treatment dollars. Currently, 
we have no tribal culturally appropriate specific mental health impatient 
treatment facilities for our youth and adults. Many of our tribal 
community members have to attend non-tribal health facilities that do not 
acknowledge or understand tribal spirituality and practices, therefore 
many of our people will wait until they are very sick to ask for help. 

• Grants and federal dollars need to recognize traditional, cultural, and 
spiritual practices and people of the tribes as equals to mainstream western 
mental and substance abuse methodologies. States and the agencies in 
charge of overseeing dollars to tribes can be roadblocks to better care in 
tribal communities. 
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• Continued support for the Access to Recovery (ATR) SAMSHA funding 
which acknowledges tribal traditions, spiritually, and customs as viable 
methodologies in substance and mental health treatment. 

• United States issue an apology to the Native American tribes. Canada, 
Australia, and New Zealand are examples of other countries that have 
done the same. This step would promote healing and relations between 
the tribes and United States. 

• Increase overall healthcare funding for Indian Health Care via Indian 
Health Services. 

• Increase the number of Gathering of Native Americans (GONA) 
community based healing trainings in Native American communities. 

• Consult with U.S. Interior Department’s assistant secretary Larry Echo 
Hawk on his national symposium on protection of children. 

• Consult with One Sky Center, they developed a resource for Suicide 
Prevention for American Indian and Alaska Native Communities. 

• Consult with Native Wellness Institute out of Oregon for community 
based healing and wellness initiatives. 

• Invite Native community based trainers and spiritual leaders, not just tribal 
council leaders to find out what works. There are some great native 
commrmity based trainers that have done great work like Billy Rogers and 
Theda New Breast. 

• Native non-profit organizations like United National Indian Tribal Youth 
(UNITY) out of Oklahoma need to have increased funding to assist native 
youth. 

Ms. Binney. Thank you, Mr. Genia. 

Next, we will hear from Novalene Goklish, who is the Senior Re- 
search Coordinator for Celebrating Life Youth Suicide Prevention 
Program, White Mountain Apache Tribe/Johns Hopkins Center for 
American Indian Health, Celebrating Life/Johns Hopkins Project. 

Thank you. 

STATEMENT OF NOVALENE GOKLISH, SENIOR PROGRAM 

COORDINATOR, WHITE MOUNTAIN APACHE YOUTH SUICIDE 

PREVENTION PROGRAM 

Ms. Goklish. Thank you. Good morning. My name is Novalene 
Goklish. I direct the suicide prevention efforts of my tribe, the 
White Mountain Apache. 

Youth suicide, as you have heard, is the single biggest human 
loss a family or community can experience. It is destroying Amer- 
ican Indian and Alaska Native communities. When you think of 
other behavioral health problems that affect youth, drug abuse, 
obesity, diabetes, some believe our Indian communities tend to see 
what is to come for other U.S. populations unless interventions are 
developed to stop these tragedies. 

In the United States, suicide is the third leading cause of death 
for youth ages 15 to 24 . Within the White Mountain Apache Tribe, 
our rates of death for this age group are 13 times the U.S. average 
and six times the all-Indian rate. In the United States, up to 
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500,000 persons a year require emergency department care as a re- 
sult of a suicide attempt. 

On our reservation alone, with a population of 15,500 members, 
our Indian Health Service hospital treats more than 200 youth a 
year for suicide attempts. The White Mountain Apache Tribe is 
devastated, but not broken by our problems of suicide. We see it 
as an obstacle we must overcome in order to share lessons learned 
with the world. 

We choose research as our tool, with the help of our long-time 
partners, Johns Hopkins Center for American Indian Health. We 
have tackled past health disparities by producing public health 
interventions that now save more than 3 million lives a year world- 
wide. Today, we are turning our research focus on a range of inter- 
ventions to prevent youth suicide. We are designing this research 
so that it can be reproduced across Indian Country and in rural 
and indigenous communities across our Nation and our world. 

I want to share with you the important elements of our work. 
The White Mountain Apache Tribe, with technical support from 
Johns Hopkins, has developed the first tribally mandated suicide 
surveillance and follow-up system in the United States. In 2001, 
our tribe mandated that all health and human service providers 
and tribal members report suicidal behaviors to the Centralized 
Suicide Prevention Task Force. 

These behaviors include suicidal ideations, attempts, deaths, 
binge drinking, drug use and cutting, which are also forms of self- 
injury in our community. Johns Hopkins assists in managing date, 
tracking quarterly patterns in suicidal behaviors and reports the 
information back to all tribal departments. 

Along with Johns Hopkins, we have trained and employed a 
team of case managers who follow-up on every incident reported 
through the suicide surveillance system. The case managers assist 
youths at risk for suicidal death and triage youth and their fami- 
lies to available care. Prior to this, very few youths who attempted 
suicide, less than 25 percent, ever received treatment due to nu- 
merous treatment barriers. This the first community-based follow- 
up and triage system of its kind in this Country. 

We are grateful for grants from SAMHSA, Garrett Lee Smith 
Youth Suicide Prevention Program and the Native American Re- 
search Centers for Health, managed by NIH and IHS. With this 
support, we are now developing evidence-based prevention inter- 
ventions, including the following. 

First, we have adapted an emergency department intervention of 
youth who have attempted suicide and their family members. 
Apache case managers meet with the youth and their families to 
help them develop a safety plan to keep the youth alive. We are 
now developing a research trial to prove the effectiveness of this 
intervention. 

Second, we have adapted a life skills curriculum to be used in 
home outreach by Apache case managers with at-risk youth and 
their families. The curriculum teaches conflict resolution, coping 
and problem solving skills. We are planning a randomized control 
trial of this intervention in the near future to prove its effective- 
ness. 
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Third, we have trained and certified two Apache case managers 
to conduct gatekeeper trainings in our community, and that is my- 
self along with my colleague Francene Larzalere-Hinton, who is sit- 
ting behind me. 

Fourth, we have developed an Elders Advisory Council. Our el- 
ders are focusing on promoting traditional protective factors. They 
are speaking in elementary and middle schools and taking groups 
of at-risk and healthy kids on field trips to sacred sites on our res- 
ervation. They are teaching the youth the core strengths of our 
Apache heritage and are creating media campaigns to promote pro- 
tective factors on our reservation. 

Native communities have tremendous resiliency. We have sur- 
vived untold adversity by blending our traditional wisdom with 
new technologies. Culturally appropriate research is a great exam- 
ple. We must harness the power of traditional understanding and 
rigorous scientific research to stop youth suicide. 

Tribal and university partnerships that are built on trust and 
long-term commitment, such as the White Mountain Apache Tribe 
and Johns Hopkins, are the most powerful means for achieving re- 
newed health. 

Federal funds are well spent in the arena of suicide prevention 
to reduce the high toll of medical costs and human suffering to en- 
sure our most precious asset, which is our youth, so that they can 
live to their full potential. In our belief system, every human life 
serves a purpose to maintain the health and well being of Mother 
Earth. 

We must find the means to re-learn as a human race that life 
is sacred, that life is precious, that life is meant to be lived out 
serving our greater common purpose. 

Thank you. 

[The prepared statement of Ms. Goklish follows:] 

Prepared Statement of Novalene Goklish, Senior Program Coordinator, 
White Mountain Apache Youth Suicide Prevention Program * 

Mr. Chairman and Members of the Committee, good morning. I am Novalene 
Goklish. I direct the suicide prevention efforts of my Tribe, the White Mountain 
Apache. 

Youth suicide is the single biggest human loss a family or community can experi- 
ence, and it is destroying American Indian and Alaska Native communities. When 
you think of other behavioral health problems that affect youth — drug abuse, obe- 
sity, diabetes — some believe our Indian communities tend to see what is to come for 
other U.S. populations, unless interventions are developed to stop these tragedies. 

In the United States, suicide is the third leading cause of death for youth ages 
16-24. Within the White Mountain Apache Tribe, our rates of death for this age 
group are 13 times the U.S. average, and 6 times the All Indian rate. In the U.S., 
up to 500,000 persons a year require Emergency Department care as a result of sui- 
cide attempt. In our reservation alone, with a population of 15,500 tribal members, 
our local Indian Health Service hospital treats more than 200 youth a year for sui- 
cide attempts. 

The White Mountain Apaches are devastated but not broken by our problems of 
suicide. Rather, we see it as an obstacle we must overcome in order to share lessons 
with the world. We choose research as our tool. With the help of our long-time part- 
ners, Johns Hopkins Center for American Indian Health, we have tackled past 
health disparities by producing public health interventions that now save 3 to 5 mil- 
lion lives a year worldwide. Today, we are turning our research focus to a range 
of interventions to prevent youth suicide. We are designing this research so that it 


* DISCLAIMER: None of the opinions expressed within are those of Johns Hopkins Univer- 
sity. 
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can be reproduced across Indian country and in rural and indigenous communities 
across our nation and our world. 

I want to share with you the important elements of our work: 

The White Mountain Apache Tribe, with technical support from Johns Hopkins, 
has developed the first tribally mandated suicide surveillance and follow-up system 
in the United States. In 2001, our Tribe mandated that all health and human serv- 
ice providers and tribal members report suicidal behavior to a centralized suicide 
prevention task force. These behaviors include: suicidal ideation, attempts, deaths, 
as well as binge drinking, drug use and cutting, which are also forms of self-injury 
in our community. Johns Hopkins assists in managing data and tracking quarterly 
patterns in suicidal behaviors and reports the information back to all tribal depart- 
ments. 

In addition, with Johns Hopkins’ help, we have trained and employed a team of 
Apache case managers who follow-up on every incident reported through the suicide 
surveillance system. The case managers assess youth’s risk for suicidal death and 
triage youth and their families to available care. Prior to this, very few youth who 
attempted suicide (<25%) ever received treatment due to numerous treatment bar- 
riers. This effort is the first community-based follow-up and triage system of its kind 
in the country. 

Our tribe has been fortunate to receive federal funding for our suicide prevention 
research. We are grateful for grants from SAMHSA’s Garrett Lee Smith youth sui- 
cide prevention program and the Native American Research Centers for Health, 
managed by NIH and IHS. With this support, we are now developing evidence-based 
prevention interventions. What has been accomplished to date is state-of-the-art, 
and includes the following: 

• First, we have adapted an Emergency Department intervention for youth who 
attempt suicide and their immediate family members. Apache case managers 
meet directly with the youth and their families to help them develop a safety 
plan to keep youth alive; we also help them connect to available services and 
follow-up to ensure they go. More than anjdhing, we teach them that their sui- 
cide attempt was very serious and taking one’s life is not the Apache way. We 
are now doing a research trial with 30 White Mountain Apache youth who’ve 
attempted suicide to prove the effectiveness of this intervention. 

• Second, we have adapted a life skills curriculum to be used in home outreach 
by Apache case managers with at-risk children and their families. This cur- 
riculum, originally called the American Indian Life Skills Curriculum, was pre- 
viously designed for schools. We have found that many of our youth who are 
at risk do not regularly attend school. Nor are their families involved with their 
schools. The curriculum, which we have named, “Re-Embracing Life,” teaches 
conflict resolution, coping and problem-solving skills. It serves as extra support 
as the Apache case managers work to get youth and families to available men- 
tal health treatment on the reservation. We are planning a randomized con- 
trolled trial of this intervention in the near future, so we can prove its effective- 
ness. 

• Third, we have trained and certified two Apache case managers to conduct 
ASIST gatekeeper training in our community. We as Apaches have renamed 
this intervention ASIST “caretaker” training. The training educates adults who 
work with at-risk youth to recognize signs of suicide and connect youth to care. 
The Apaches are planning to culturally adapt the ASIST training to be more 
relevant to Native peoples. 

• Fourth, we have developed an Elders advisory council. Our elders are focusing 
on promoting traditional protective factors. They are speaking in elementary 
and middle schools, and taking groups of at-risk and healthy kids on field trips 
to sacred sites. They are teaching youth about the core strengths of their 
Apache heritage. Elders and youth are also creating media campaigns to pro- 
mote protective factors on our reservation. 

Some unique highlights of our work include: 

• The Apache community-based suicide surveillance system is the first of its kind 
in the country. We hope it becomes a resource to other tribal nations across 
North America, and will strengthen culturally specific responses to suicide pre- 
vention and treatment. 

• The training and employment of Apache case managers to increase the safety 
net and community connections for suicidal youth is completely unique. It has 
great potential for solving current barriers to mental health care on reserva- 
tions and in other indigenous communities worldwide. 
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• Johns Hopkins and the Apaches have had a 30-year relationship developing evi- 
dence-based public health interventions that have been disseminated across the 
globe. The suicide prevention work is being designed accordingly, to have rel- 
evance in populations worldwide. 

• The interventions we are designing are low cost and tap and strengthen our 
local human resources. Much of the prevention and post-intervention is focused 
on connecting youth to caring adult family members and to community treat- 
ment resources. The latest data from the CDC demonstrates that bridging con- 
nections to families is the most powerful prevention strategy. 

Native American communities have tremendous resiliency. We have survived un- 
told adversity by blending our traditional wisdom with new technologies. Culturally 
appropriate research is a great example. We must harness the power of traditional 
understanding and rigorous scientific research to stop youth suicide. Tribal-univer- 
sity partnerships that are built on trust and long-term commitment — such as the 
White Mountain Apache Tribe and Johns Hopkins — are the most powerful means 
for achieving renewed health. Federal funds are well spent in the arena of suicide 
prevention to reduce the high toll of medical costs and human suffering and to en- 
sure our most precious asset — our youth — live to full maturity and potential. In our 
belief system, every human life serves a purpose to maintain the health and well- 
being of Mother Earth. We must find the means to re-learn as a human race that 
life is sacred; that life is precious; that life is meant to be lived out serving our 
greater common purpose. 

Ms. Binney. Thank you. 

So we are in a listening session right now, and as I said earlier, 
it is continuing to be webcast, so a lot of people in Indian Country 
watch our hearings via webcast, so we wanted to continue to do 
that. And there is a transcript that is still being taken that will 
be given to each of the Members of this Committee afterwards. 

We thought that it would be helpful to go ahead and engage in 
a dialogue about this issue since you are all here, and maybe ask 
some questions. I know some of you have to leave, though, I think 
particularly Mr. Grinnell, you might have another function to go to. 
So feel free to leave when you need to, but we thought it would be 
nice to ask some questions and engage in a dialogue. 

As part of the Indian Health Care Improvement Act that just 
was signed into law, there was a smaller bill that was basically 
aimed at youth suicide prevention in Indian Country that Chair- 
man Dorgan sponsored and several Members of this Committee on 
both sides of the aisle sponsored as well. 

And our hope is that that will make some progress in the preven- 
tion of youth suicides in Indian Country, but we know it won’t 
solve the problem. And that is why we are holding the hearing 
today is to basically learn what are some other ideas that are work- 
ing out there already that we can try to inject into the system na- 
tionally. 

And with that, I would like to go ahead and ask some questions, 
Rhonda and I, and start with Coloradas Mangas. 

Mr. Mangas, you mentioned in your testimony that there is a 
stigma with suicide among some Indian youth your age. And I grew 
up in a Native American community and am part Native American, 
and I agree with that, but I don’t fully know where it comes from. 

And since you are in the midst of it now, I was wondering if you 
had some thoughts about why there is a stigma with it? 

Mr. Mangas. This is kind of hard for me. 

Ms. Binney. We can start with someone else, too. 
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Mr. Mangas. Most youth won’t go to our mental health clinic be- 
cause there is stigma of shame that keeps people away. It is be- 
cause they are afraid of getting talked about. 

Myself, I know that by going to the mental health clinic, that I 
would be talked about by other Native American youth and by 
many other Native American people that I live with on the reserva- 
tion. But I took that chance of going to the mental health clinic to 
get myself help. 

I believe that most people really won’t go because the problems 
that they have are big and then by adding on more problems of 
other people talking about them, it makes it even harder for them. 
So it is like most people want to seek help, but they won’t do it 
because of the shame that is there of getting talked about or by 
having other people put you down because you did go these mental 
health clinics, or because you did show your face at one of these 
faces that most people won’t even dare be seen walking out of a 
building like that. 

And most of our youth that did do this, I believe that if they did 
go and get help, that yes, they would have got talked about, but 
the help that they would have received would have really helped 
them in a way that they wouldn’t have made these attempts on 
their life or completed these attempts. 

And it is hard for a lot of youth to get talked about. I mean, it 
is like just every little thing you do, you get criticized for what you 
did or you get placed a name on you that you don’t really appre- 
ciate or something. And like for me, many of these children that 
I go to school with, they all like to talk about each other, and I 
knew that from the minute being seen walking out of this building, 
I was going to get talked about. But I was willing to take that risk 
just to get myself help. 

And it was hard for me to get talked about because many of 
these people are like, oh, we have seen you walking out of this 
building, and I am, like, well, it is because I needed help. I really 
think that I needed help at the time. That is why I seeked it. 

I wasn’t afraid of getting talked about by these people or by other 
children, and I just put all that aside from the minute I walked 
into the building, thinking, well, this is going to help me and this 
is going to help my future because it’s not something that I should 
be doing is making an attempt with my life. That is why I seeked 
help. 

And the shame that is there for many of these children, they 
can’t overcome it because it is too big on some people. I mean, if 
our people weren’t afraid of going or being seen walking out of this 
building, I am pretty sure that many of the kids that did complete 
suicide would still be here with us today. 

And I think it is just a shame that comes from being seen walk- 
ing out of this building is what is kind of helping these kids stay 
away from this building because of not wanting to be seen or not 
wanting to be talked about. 

And that is what I think is kind of leading to some of these sui- 
cides is that these children are seeking help, but they do not want 
to be criticized for seeking that help or being seen walking out of 
this building and get talked about. 

Ms. Binney. Yes. Thank you. 
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So in light of those comments, Ms. Flynn, do you run into any 
problems using the TeenScreen questionnaire? Because if there is 
a stigma in Indian Country amongst the youth to kind of have a 
little bit, have shame if you go into a building and seek help. It 
seems to me that there might be a similar stigma or thoughts of 
shame if you are filling out a form and a questionnaire specifically 
about suicide and whether you are high risk. So have you run into 
that? 

Ms. Flynn. One of the keys, I think, is to try to bring mental 
health checkups into as many settings as is possible. So we have 
found that making mental health checkups available in schools, 
maybe as part of a health class or a science class, as part of a larg- 
er discussion about health and what we are learning about our 
emotions and the mind/body interaction. It can be built into that 
sort of a discussion in schools. 

We also find that by inserting it into the routine sports physical 
as part of the basic checkup with your primary care physician in 
the clinic, just continuing to have it as a component of total health. 
It enables us to bring it forward and talk about it in the way that 
we, there are a lot of things we didn’t use to talk about, a lot of 
disorders and diseases where the stigma has slowly eroded because 
we bring them forward. We explain and we talk about them openly. 

It is also, I think, very important to pick up on what we have 
heard about these significant cultural components, and even the 
spiritual and historical components that are particular to Alaska 
Native and American Indian communities. And here again, where 
we see mental health checkups endorsed and supported by youth 
development organizations, by tribal elders, by leaders in the 
health community, it becomes something that is seen as part of 
healing the nation and supporting the youth. 

We have also, frankly, heard in individual interactions from 
youngsters that although it may be difficult and awkward at the 
beginning for these kinds of issues and conversations to begin, but 
once they start, just as we heard from Coloradas, youngsters are 
relieved to have a safe and confidential place to go to deal with the 
concerns they have, to ask for the help that they need. Sometimes 
all they need is an opportunity for that open conversation to begin. 

Ms. Binney. Thank you. 

You mentioned the need to, as Mr. Genia was talking about, in- 
corporate cultural and traditional aspects of Native American life. 
Does the questionnaire do that? 

Ms. Flynn. The questionnaires themselves, and we didn’t invent 
these questionnaires. They are science-based screening tools and 
there are a variety of them. They are standard. What makes them 
appropriate is how they are explained; how they are administered; 
the education and support that surrounds the setting and the indi- 
vidual who is part of that. But they themselves are, just as with 
any physical health check-up, they are just basic questions that en- 
able us to determine whether someone is at great risk for suicide; 
is beginning to show symptoms of depression or not. 

The really important thing is to make them comfortable and cul- 
turally sensitive to the community in which they are being imple- 
mented. 

Ms. Binney. Dr. Clayton, were you going to add something? 
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Dr. Clayton. I just wanted to add that, that the good thing 
about our film that I am recommending that you make with Native 
American youths in it. This was a film that the State of New York 
paid us to make. They asked us to make a suicide prevention film 
and we gathered a group of experts, and they were child psychia- 
trists and psychologists. And they said, we don’t want to talk about 
suicide. You have to teach kids to talk about depression, and they 
didn’t want kids to talk about themselves. They wanted them to 
show what it looks like to be depressed. 

So we wrote 17 scripts. It took us two years. And then we hired 
a company and these are acted. So there are two girls and two 
boys, and one of them is a very good student. One of them is kind 
of, she is slowed by her depression. One of the kids, a boy, drinks 
too much and is irritable and pushing away his friends. And the 
fourth one is bullied on the computer. And so they all have dif- 
ferent depressions and they get into treatment differently. It is 26 
minutes, and we did test it, focus group test it on kids. And then 
we show it now in high schools, and I said it may be in 2,000 high 
schools around the Country. 

And it does help the stigma. That is the whole idea of the film. 
It helps the stigma so that in school, there is a teacher guide, and 
the teacher is taught how to show the film in school. And it starts 
the conversation, we got feedback. I got feedback this week from 
a teacher who showed it in her school and she said afterwards two 
kids came up to her and talked about their own problems and she 
could then refer them. We talk about what to do next, which in this 
film is to refer to the guidance counselor, but each school has its 
own sense of where to go next. 

But it really is a de-stigmatization film. We actually are going 
in May to win the American Psychiatric Association award for the 
best de-stigmatization film for this year. 

So I really think there are scripts that have to be written so you 
have to know the culture and know what these kids present as. 
But once that is done, it is an amazing way to de-stigmatize de- 
pression in the school and drinking. We actually, because there was 
so much drinking, there is a party and there is all this other stuff, 
and beer bottles. And we had to get permission from the State 
school psychologist. They also looked at it, the head of the New 
York State School, to make sure that it wasn’t excessive, the drink- 
ing and that. But they said, oh, no, that is the way it is. It is okay 
to do that. 

So I mean I think a film is a really powerful way to begin to go. 
Then because we made this one film for kids, the State of New Jer- 
sey had passed a law that all teachers needed a two-hour training 
program in suicide prevention before they can be recertified. So we 
then went on and made a second film for teachers, and it shows 
clips of the kids, but it also has teachers talking about what they 
have seen in kids in school. 

So again, you could do it with Native American teachers in Na- 
tive American schools. So I really think it is a powerful tool that 
you should investigate. 

Ms. Harjo. Thank you. 

I have a couple of questions that I wanted to direct to Mr. 
Grinnell before you have to leave. And then, of course, there are 
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a few that could apply to the entire panel. So if anybody wants to 
respond after Mr. Grinnell, please feel free to do so. 

First of all, as you know, healthcare services are important to 
treatment and screening for mental health issues and other risk 
factors that face Indian youth. But as we have heard from testi- 
mony today and in prior hearings, health providers are not the only 
element that is important in reducing suicide attempts and idea- 
tion. 

Could you elaborate a little bit more on the partnerships that 
you referenced in your written testimony, not only with other Fed- 
eral health agencies, but also with other components of the tribal 
community like law enforcement, the courts and schools? 

Mr. Grinnell. Yes. The first partnership I would like to talk 
about is actually under Dr. Roubideaux, our Director, her first pri- 
ority has been consultation with tribal leaders. Under her tenure, 
she has actually established the National Tribal Advisory Com- 
mittee for Behavioral Health. It is composed of tribal leaders across 
every area of IHS and there has been ongoing consultation with 
them about the strategic plans, as well as the funding that we re- 
ceive for MSPI, for the Methamphetamine and Suicide Prevention 
Initiative, as well as other funding within behavioral health. 

And so first and foremost, the Indian Health Service is reaching 
out and having consultation with tribal leaders, and that is the di- 
rection that the Director wants to go. 

Secondly, the ongoing partnerships and collaboration that is tak- 
ing place now, especially with SAMHSA and with other agency 
heads. Dr. Roubideaux has met with Pamela Hyde, the new Admin- 
istrator for SAMHSA, as well as staff. Dr. Weahkee and her staff 
have been meeting with her colleagues at SAMHSA as well. 

And she currently sits on a number of Federal committees, and 
I will let her elaborate on some of the other partnerships and ac- 
tivities that are underway. 

But Dr. Roubideaux is fully committed to engaging with tribal 
leadership. She fully believes also that the success that we will 
have with these programs in behavioral health will be at the local 
level. They will be tribally managed. They will be tribally adminis- 
tered. They will establish the priorities. They will be culturally sen- 
sitive as well. 

So I would like Dr. Weahkee to also talk about some of the other 
collaborations and partnerships that are underway as well. 

Ms. Weahkee. Thank you. So a couple of the other partnerships 
I represent IHS on are the Federal Partners for Suicide Prevention 
Workgroup. And there are a number of Federal agencies that sit 
on that workgroup, including SAMHSA, GDC, the V.A., Depart- 
ment of Defense, a whole range of Federal agencies. 

And we meet on a monthly basis to, one, share what we are 
doing in terms of addressing suicide prevention in the populations 
that we serve, but also to figure out ways where we can collabo- 
rate. 

One of the things that we did collaborate on was that GDC, IHS 
and SAMHSA sponsored a meeting on suicide among American In- 
dian and Alaska Natives and Hispanic Latino adolescents last Sep- 
tember, where we invited national suicide prevention organizations 
such as the Suicide Prevention Resource Center and other Federal 
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agencies and tribal leaders to provide input and recommendations 
on how we should address suicide. 

In addition to that, as Mr. Grinnell mentioned, we are working 
very closely with SAMHSA in terms of coordinating our suicide 
prevention efforts. Also recent discussions occurred with the Vet- 
erans Administration in terms of outreach to Native veterans and 
their families of suicide prevention. So we are working very closely 
with their Suicide Prevention Office. 

And also in addition to that, working with BIA and BIE, the Bu- 
reau of Indian Education and Bureau of Indian Affairs, on how we 
coordinate our suicide prevention efforts in Indian Country. 

So these are all in the planning stages in terms of implementing 
specific strategies. And again, working with our National Tribal 
Advisory on Behavioral Health to ensure that we are including the 
tribal voice in what we are implementing. 

A few of the other national organizations that we work with are 
the National Suicide Prevention Lifeline, of the hotline, in terms of 
outreach and making sure that Indian Country is aware of that re- 
source. We also have a relationship with Health Canada, the Eirst 
Nations and Innuit Health Branch. And again, we share informa- 
tion on best practices and the strategies that both of our countries 
are engaging in to address suicide in Indian Country. 

Ms. Harjo. Thank you. 

Mr. Crinnell, we received testimony today from Ms. Elynn re- 
garding some of the multiple activities they are conducting at Riv- 
erside Indian School, for example. Have you all been able to exam- 
ine those types of activities and whether this is something that you 
could import into your strategies that you are working with with 
the BIA and BIE? 

Mr. Crinnell. I would like Dr. Weahkee to address that, if I 
could. 

Ms. Weahkee. In terms of a national perspective, we haven’t 
looked specifically at the TeenScreen, but definitely in terms of 
screening. She mentioned the Institute of Medicine report and the 
National Preventive Task Eorce and that they do promote screen- 
ing among adolescents. 

As an agency, one of our performance measures is screening for 
depression and we are expanding that into addressing screening for 
adolescents. So in terms of implementing that within our system, 
promoting integration of behavioral health in the primary care sys- 
tem, including screening for such issues as depression, is an impor- 
tant element that we are promoting nationally and that we are 
training on nationally all of our providers in our system. 

Ms. Binney. Just to follow-up on that, one of the things is. Sen- 
ator Dorgan has been personally impacted by suicide. And so one 
of the things that happens in Indian Country is many times when 
there is a suicide in Indian Country, we hear about it. He gets a 
note about it and he tries to call the family because it is a personal 
issue to him. 

But one of the things that seems to be lacking is sort of a data- 
base on the amount of suicides that are going on in Indian Coun- 
try. It seems that if we had better data, we could sort of better fig- 
ure out where the crises are and where more funding or emergency 
funding needs to be sent out to. 
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And Ms. Goklish over at White Mountain Apache Tribe, they 
have implemented a mandatory surveillance and follow-up system. 
And I wonder if that is something, what your thoughts are if that 
could be implemented nationally in Indian Country. As Congress 
considered that, we would probably be going through the Indian 
Health Service to implement that. 

Ms. Weahkee. We do have a suicide surveillance tool. It is called 
a suicide reporting form that we use in our system. It is part of 
our resource and patient management system. So it does collect in- 
formation in terms of the gender, whether the person has at- 
tempted, whether there has been a death by suicide, if there is ide- 
ation, a plan, a means. 

And so that is the tool that we do utilize, so we do collect that 
information currently. However, this is for the programs who actu- 
ally are using the resource and patient management system. As 
you may know, many of our tribal programs choose to use another 
clinical information system and so their data may not necessarily 
be captured on our system. We do have some of that data. 

One of the projects that we are currently working on is devel- 
oping what we call a behavioral health data mart so that we can 
capture that information in one place. And someone, for example, 
myself could look at the data not only nationally, but all the way 
down to the service unit level and perhaps see the top 10 commu- 
nities where there are suicide completions. 

And hopefully, in terms of implementing that system, that we 
can, like you are saying, intervene much earlier by identifying 
when there are a high number of suicide attempts or suicide com- 
pletions in a community. 

Ms. Binney. Is the reporting mandatory or voluntary? 

Ms. Weahkee. It is part of our performance measures, one of our 
GPRA performance measures, so that is something that is pro- 
moted. We do train all of our providers in terms of utilizing that 
system. The different programs can also generate their own re- 
ports, so it is useful in that way. But we still do have a long way 
to go in terms of improving our system to make sure that all of our 
providers are properly trained, know the tool is there, and actually 
enter that data into the RPMS system. 

And the other piece of that is just working in terms of the part- 
nership with CDC on suicide surveillance. They will be coming out 
with a published report on suicide surveillance definitions, so we 
will be looking at that in terms of improving our system. 

Ms. Harjo. I think that data is really important, but that only 
applies to people who actually present or stop in to IHS or the trib- 
al health facilities. What about the children that, I guess for lack 
of a better term, fall through the cracks, who don’t show up to 
IHS? Or as Mr. Mangas referenced, will not go into the behavioral 
health center or have dropped out of school? 

We don’t have those youth-serving settings applying to those 
children. How do we reach out to those kids so that we can provide 
them with appropriate interventions and prevention services? And 
this is for the entire panel. 

Dr. Clayton. I think the study that has mandatory surveillance, 
that Novalene talked about, is the answer. I mean, it is an amazing 
outreach where they train para-professionals, people in the commu- 
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nity to collect the data once the police or the health center or the 
E.R. has notified them. And they have a form they fill out. And 
they get pretty complete data on both attempters and completions, 
but it depends on the community and these para-professionals who 
fill in all this information. 

She can tell you more about it, but it is very impressive. 

Ms. Binney. Does it also depend on where there are mental 
health providers on the reservation? I mean, do you need them? 
Because I know in many Indian reservations, there is a significant 
vacancy in the mental health providers out there. So do you need 
to have those there in order to do the mandatory surveillance? 

Ms. Goklish. No, our surveillance system, because spikes that 
we had on the reservations was implemented by the Tribal Council. 
And we do know that we have a shortage of mental health pro- 
viders. And so the Tribal Council decided that we as a community 
needed to take our own action by doing something, and therefore 
they implemented the mandatory reporting and they also estab- 
lished the Prevention Task Force. And they started working with 
Johns Hopkins to establish some type of protocol so that we had 
the reporting system plus also a follow-up system so that, like what 
Rhonda said earlier, where they fall through the cracks. 

We have a lot of that, where they don’t go to the Indian Health 
Service. Of if they do, like for some of the examples that we have, 
a young lady went to the hospital because she wanted them to 
check her neck. She said her neck was hurting. She wasn’t feeling 
well. And she explained to them that she was having thoughts of 
suicide. So in their system, it is put in there as her having idea- 
tions. 

Once we receive the form and then our case managers, para-pro- 
fessionals follow-up with the young lady, she told us that it was an 
actual attempt. She hung herself. Her mom took her in to have her 
checked, but they never explained to the medical provider, the doc- 
tor, that her mom found her hanging and cut her down. 

And so our data that we get, it is from a large range of different 
departments on the reservation. We work very closely with all the 
schools on the reservation. We also get self-referrals because we do 
a lot of in-services, so therefore a lot of community members are 
aware of the surveillance system that we do work on. 

And it is not restricted to age. Our age group that is at high risk 
is 15 to 24 , but the people that we receive a yellow form on is 
whomever. And so the youngest child that we have followed up 
with was only three years old and they were in the preschool pro- 
gram. And once we received this form the staff was shocked be- 
cause of the age. And our oldest that we have ever followed up with 
is in their 70s. 

And so, it is not restricted to age. Suicide is not restricted to any- 
body. It goes after whoever regardless of what your wallet looks 
like. And so we feel as a community that if we don’t take action 
ourselves that it is not going to stop. And by us being able to fol- 
low-up with the youth, myself and Francene, we are also the ones 
that follow-up. We are out there doing these follow-up visits along 
with the other staff that we work with. 

And it is hard to do this on a regular basis. Monday through Fri- 
day, we are constantly following up with individuals who have sui- 
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cidal behaviors. But more than 80 percent of them will never re- 
ceive treatment. So we know that, if we at least talk to them, at 
least somebody is talking to them. If they are not going to get help 
from our Behavioral Health Program or the hospital, at least some- 
one is talking to them. 

We have also started an outreach program with the churches. We 
have quite a bit of churches on our reservation. One day I decided 
to go ahead and call all of the churches to see if they would be will- 
ing to meet with some of the community members who attend their 
churches because that is a request we were getting. 

And so once I started talking to them and explaining why I was 
asking these questions and if they would be willing to talk to some 
of their members from their congregation, and they agreed that 
they would be willing to do that. But if the person needed further 
help, that we could also provide them with some referral forms so 
that they could get more assistance. 

Our whole purpose of the reporting system is so that we can con- 
nect them to services to try to get them some type of help. And if 
they are really at high risk, then we try to keep following them 
until we get them something. But we hold on to a lot of our forms 
and we follow them. We have a long tracking system, so we follow 
them and try to find them and we have a 90-day window. Once we 
receive the form, we have the form for 90 days until we find them. 

We receive over 500 referrals, the yellow forms that we call them 
because it is on yellow paper, the referral form. We have over 500 
a year that come through our office and we follow-up with more 
than 80 percent of that. And we are able to enter that and track 
that. And so we know exactly what is going on, why it happened, 
if they were using drugs or alcohol, if they got into an argument 
or a fight. 

So we ask a variety of questions to better understand what is 
going on, to better understand why our youth are doing what they 
are doing, why are they taking their lives. So that is why we said 
coping skills. They need some type of skills to help them get 
through this. And so it allows us to look into that further and to 
try and develop the program that we are also working on. 

Thank you. 

Ms. Harjo. I want to follow-up with you on your program out 
there, but I want to grab Randy Grinnell before he leaves. I guess 
this will be sort of my last two questions. 

We often hear and have heard today about the intergenerational 
trauma that faces Indian people and youth in particular. What 
kind of research is out there or has been conducted on that issue? 

Mr. Grinnell. I will let Dr. Weahkee address the research ques- 
tions. 

Ms. Weahkee. Yes, there has been quite a bit of research. Marie 
Yellow Horse Braveheart, Bonnie Duran, all of those individuals, 
Joseph Gone, have focused on historical trauma and its impact in 
terms of the mental health issues that we are seeing today in In- 
dian Country and how important it is to not only address the cur- 
rent traumas that many native communities are experiencing such 
as domestic violence and sexual assault and all of these issues that 
we hear about, but also to address the issues around historical 
trauma. 
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And as Hunter mentioned, until we acknowledge that this is also 
playing a role and a factor in Indian communities, we really won’t 
begin that healing process. So I think by acknowledging historical 
trauma, the boarding school experience and what impact that has 
had on Indian Country, then we can move forward and begin to 
heal. 

And you see that as part of components of the programs in In- 
dian Country such as GONA, the Gathering of Native Americans, 
where they acknowledge historical trauma. But thankfully, now we 
have a lot more native researchers who are focusing on that issue. 

Ms. Harjo. Do you think fetal alcohol disorders play a role in 
some of the mental issues of the youth today? 

Ms. Weahkee. Yes. Fetal alcohol spectrum disorders definitely 
play a role. As you know, alcohol abuse and substance abuse are 
huge issues in Indian Country, and so that is something that as an 
agency we also focus on to ensure that we are educating commu- 
nities about that issue, training our physicians and healthcare per- 
sonnel in terms of screening and identifying early when that is an 
issue, and also having that as one of our performance measures, 
making sure that we are screening woman of childbearing age so 
that we can intervene earlier. So, yes. 

Ms. Binney. It seems that, and Mr. Mangas has probably seen 
this in his community, several times in 2009, including on the 
Mescalera Apache Reservation, one or two suicides sets of a string, 
and you end up with a cluster. And I know that both Indian Health 
Service and SAMHSA try to be helpful in responding to those situ- 
ations. 

But it seemed like there was a lack of resources. And every de- 
partment is being pulled in hundreds of directions, and we are in 
our economy and our Country is in a deficit right now. But when 
it comes to lives, particularly of youth, Indian youth, do you feel 
that there are enough resources available to address the problem, 
not just funding-wise, but mental health providers, resources, ma- 
terials, research? 

Mr. Grinnell. As far as resources, and I am definitely not the 
expert on suicide, but it takes an effort of more than just the com- 
munity. When you talk about a local community, then you talk 
about the larger community that it takes in order to really have 
an impact and prevent this major health issue. 

The health aspect is just one component of it. Rhonda mentioned 
about justice and the importance of it. One of the things that has 
been pointed out, especially in some of the communities, is public 
safety is a major issue. That is something that has a tremendous 
impact on it. 

I know that in some of the work that we have been involved in, 
such as at Rosebud and so forth, the youth said it is an issue about 
hope. And that comes into, as I mentioned in my written testimony 
about poverty in some of the places. In the reservations, there is 
high, high poverty, unemployment, these other factors that really 
come into play. We have heard about the issues about kids in 
schools concerned about their safety and bullying and all those 
things. 

And so it is going to take more resources than just within the 
health arena. It is going to take all the partners working with the 
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tribes. And the key to this, and I really believe the success of this 
is really going to be at the local level. It is going to be the tribal 
leadership and their ability to establish their infrastructure and to 
maximize the resources that are available. And I think it is up to 
us and it is incumbent on us to help them to identify those re- 
sources and try to find ways to get those resources to those commu- 
nities. 

I know that one of the things that Secretary Sebelius has been 
since she has been in her position is really reaching out to tribal 
leaders to have consultation with them, to have true consultation 
about what is going on within HHS, about the programs that they 
have, and trying to improve the access of those resources for tribes. 

And I think it is going to take a collaborative effort among every- 
body to really make sure that the resources are out there, they are 
effective, and they are there when they are needed. 

Ms. Harjo. Well, one of the resources that was mentioned today 
in written testimony was having more youth shelters, particularly 
when the home life becomes toxic. According to the testimony, for 
some youth if they had a place to go for the night, they would not 
have made an attempt on their life. And that is very disturbing to 
hear, I think. 

But for the entire panel, what kind of recommendations do you 
have for engaging the parents and the families so that these youth 
can feel secure at home? 

Mr. Genia. I just want to share a little bit. Some of the things 
that Novalene and Coloradas have pointed out is tribes being able 
to take ownership in their own direction for wellness and well- 
briety on our reservations. And again, I want to point out that over 
80 percent of the American Indian population live off-reservation 
and oftentimes a lot of our efforts are directed towards on-reserva- 
tion. 

And so when we are talking about funding and resources, we 
need to remember our people that are in the cities and urban areas 
that don’t have any Native American health centers and oftentimes 
struggle with going to local community mental health agencies. 
There is a big trust and fear factor there. 

I think one of the things that I see that has happened here, the 
success of White Mountain Apache is that they took ownership in 
developing their own program. In our residential treatment pro- 
gram, nobody directed us to do that except for our own Tribal 
Council. Now that we have opened it and increased access to it, 
over 250 of our own tribal members have gone through our own 
residential treatment program in just a little over four years. 

If they were to go to Wisconsin, Minnesota or out west to where 
the Native American treatment centers are, I would guess probably 
over 200 of them wouldn’t have gone at all. And so we need to put 
the dollars directly into the tribal communities and let us take our 
own direction and ownership with that. 

And like what Mr. Grinnell had said is support us. Don’t be a 
roadblock for us and make it harder with a lot of the red tape that 
prevents those dollars from coming directly to the tribal behavioral 
health centers. 

Now that we have had a lot more of our own people go through 
residential treatment, we have more of our own people saying, you 
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know what? It is okay to get help. They are in recovery. They are 
sober. When I go to tribal membership meetings, I can sit down 
and talk to our people that said, a year ago I mean they didn’t 
want to even show their faces. Their heads were covered, their hats 
low in shame. And now, they are bright. I mean, they are going to 
tribal college. They have jobs. They are working for our tribe. 

And I am hoping that for our residential treatment program that 
a lot of them that have gone through recovery and are staying 
sober will actually come back and work for our own treatment cen- 
ter so that they can help those that are coming up behind them. 

So when we are talking about reducing stigma and making it 
okay is that we need to feel good about it is okay to get treatment; 
that it is actually a cultural warrior value of courage and bravery, 
not one of weakness and shame. 

And that is kind of what is happening in our community. We 
have had a lot of initiative towards wellness, well-briety, of all the 
things, of putting a name to it. Nobody liked to talk about how 
much sexual abuse has gone on in Indian Country because it was 
shameful to talk about it. It was the secrets and nobody wanted to 
talk about it and where it happened. 

Now, we have a lot more people that are coming out and talking 
about it. And now that that they begin to talk about it, it makes 
it okay that it is, you know what? I don’t have to feel ashamed of 
that anymore. So I think the same thing applies to alcohol and 
drug treatment, any kind of mental health, you know, issues or dis- 
orders. 

And we have a lot of our spiritual leaders, our traditional people 
that are involved in our treatment care. Behind our Behavioral 
Health Center, we have a 55-foot longhouse and we have a sweat 
lodge and we have a teaching lodge. And we have 80 percent of our 
people or more that are asking for those approaches to be a part 
of their treatment. They are asking for it. 

So we are just able to provide it, but they are the ones that when 
they come into treatment and are part of that intake and assess- 
ment process, they are saying, I want to learn more about lan- 
guage. I want to learn about my clan. I want to learn, I want to 
meet with a traditional healer. 

And the funding source is, whether it be SAMHSA, IHS or other 
organizations, they need to recognize and acknowledge that that is 
who we are as tribal people, instead of saying, you know what? We 
are not going to pay for that type of service tecause we don’t value 
and recognize that those are valid methodologies to helping our 
people, when we are that it is, and our people are getting b^etter 
slowly. 

We have a lot more work to do, but they are getting better and 
more people are saying, you know what? I feel good about being na- 
tive and being sober and well. So I think those are some of the 
things that we need to take a look at is reducing the roadblocks 
to recognizing that there are more than just Western methodologies 
to treatment and care. 

Ms. Binney. And it sounds like it goes — your statements just 
now go to Coloradas’ statement of a stigma, and your tribe was ba- 
sically able to break the stigma. But it sounds like that was only 
possible for, and I am wondering which one is the most important. 
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It sounds like the Saginaw Chippewa Tribe made this a priority, 
mental health. And it sounds like as part of making it a priority, 
the Tribal Council decided to invest a significant amount of its own 
money into the effort. 

The Saginaw Chippewa Tribe is fortunate in that it is one of 
those few tribes that do have a successful Indian operation. If you 
didn’t have that, I wonder if you would be able to be as successful 
with it. 

So given the resources and given the Tribal Council making it a 
priority, and maybe Novalene can discuss it too. I mean, to really 
go after breaking the stigma in the community, I mean, it sounds 
like it needs to be raised to the level of a top priority with the en- 
tire tribal community, particularly the leadership. 

Mr. Genia. I would say absolutely. I mean, in the saying of, you 
can’t give away what you don’t have. I mean, so if we as a native 
people are not well, how are we going to give away wellness? How 
are we going to give away positive mental health if we are not well 
ourselves? 

And we can have all the experts come in and tell us how to do 
it, but really it is up to us as a tribal community to take ownership 
in saying, you know what? Can we share with you what we think 
will work for our people? And can you help us that way and not 
the other way around? 

And I think we are seeing a change and we are seeing a shift, 
but it is just in recent years where they are actually listening to 
the local tribal communities in helping us to not make getting 
funding such a red tape and bureaucratic process. 

So definitely if — and I want to restate the Saginaw Chippewa 
Tribe is the exception when it comes to gaming and making money, 
the resources a priority to our tribal community. Most of the tribal 
communities in Michigan are not in that position. And when we go 
to tribal behavioral health quarterly meetings in Michigan, you are 
right. There are a lot of vacancies. There are a lot of position. I 
mean, we get recruited to go work for their tribes because they can- 
not fill those positions and we don’t have enough of our own tribal 
people going into the counseling, social work, mental health, behav- 
ioral health fields. 

So we have to come up with examples like what Nova in her 
community is doing, is by empowering our own people, our elders, 
our parents, peer to peer type of programs to invest in that way. 

Ms. Binney. And it sounds like partnerships with research insti- 
tutions, educational institutions are helpful. It seems like that is 
a hard partnership, maybe, to establish, coming from a Native 
American community myself, because there are a lot of distrust 
issues that are multi-generational because of multi-generational 
trauma. 

And so I was wondering, Ms. Goklish, how did the White Moun- 
tain Apache Tribe develop the partnership with Johns Hopkins? 

And I know, Ms. Flynn, that TeenScreen works with several 
tribes and I wonder how those partnerships came about. 

Ms. Goklish. Our relationship with Johns Hopkins started in 
the early 1980s when we were having problems with diarrhea on 
the reservation and a lot of fatalities due to that, with infant fatal- 
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ity death. The trihe reached out and asked for assistance, and 
Johns Hopkins was the university that responded. 

And Dr. Mathuram Santosham was the physician that came out, 
who is sitting behind me, and he came out then. And he was to 
work on the reservation with the tribal community for one year on 
the oral rehydration solution that was being developed at that 
time, which we now know as Pedialyte. And so that was the first 
time that they ever did that in any community and it was being 
done on our reservation. 

It started in October of 1979, and Dr. Santosham came out and 
he was scheduled to be there for one year. He lived on the reserva- 
tion for six years, working as a physician, and Johns Hopkins was 
able to establish a relationship with the tribe and also the Indian 
Health Service to start this research study program so that they 
could develop the oral rehydration solution. 

And from there, they remained on the reservation and we have 
had a 30-year relationship with them since. They have never left. 
We have always had an office there. I have been working with 
Johns Hopkins for 13 years, and worked on several different pro- 
grams. And a lot of our community members, some of them feel 
that certain programs we shouldn’t be doing, but a lot of the pro- 
grams that are developed under Johns Hopkins are not programs 
that are decided by Johns Hopkins. It is the tribal community that 
decides on what we are going to work on as a community, and then 
that is then taken before our local health board members and our 
Tribal Council. 

And we usually have meetings with them on a regular basis to 
decide on what different areas we also need to look at. Like re- 
cently, binge drinking is now an issue on our reservation. We are 
having a lot of problems with binge drinking. This past year in 
2009, we have had 10 suicides on our reservation. I already named 
the population size that we have, so that is really high. 

And then in October, the school suspended over 50 kids from the 
local high school for binge drinking at school. So the kids are actu- 
ally going to school and they are drunk. They are already intoxi- 
cated by 10 o’clock in the morning. And so the schools are reaching 
out. And so now, they are reaching out for help to the tribe and 
the tribe is gearing them towards us and saying, we want you guys 
to focus on this. 

And so that is why the relationship is really strong. They reach 
out and they tell the staff that they have at the Center for Amer- 
ican Indian Health with Johns Hopkins exactly what they want 
Johns Hopkins to focus on and that is how we have been able to 
work with them. 

And when Dr. Santosham was there, he was able to build a 
strong relationship with the tribal leaders and it was a relationship 
that has continued to this day. He has worked with a lot of the del- 
egates that were in office then who are in office now. And so, we 
are able to move forward and establish different programs and pro- 
tocols that we have to follow that the tribe wants us to abide by. 

And so, yes, we are the ones, we work directly under Johns Hop- 
kins, but we are tribal members and we work directly in our com- 
munity. And we also are the ones who maintain the data and 
tracking system of all the projects that are there, and all the data 
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belongs to the tribe. And whenever Johns Hopkins wants to utilize 
the data for whatever reason, they still have to go back to the tribe 
and ask their permission to use whatever they need, even though 
they are the ones that found the funding to work on certain pro- 
grams and design different data templates for us to collect different 
data that we are working on. 

And so it has been a long relationship. But it is because they 
took the commitment to stay and remain in our community. That 
is why the relationship is still strong. 

Ms. Binney. Thank you. 

Ms. Flynn, how did the tribal partnerships develop with Colum- 
bia University? 

Ms. Flynn. In our case, in each of the areas where we have 
worked, one of the members of the tribal leadership reached out to 
us. And I think why we were able to continue and move forward 
was because we made very clear that we wanted to learn from 
them and with them as we moved forward with implementation; 
that we didn’t have a particular point of view about how the 
screening needed to be implemented; that we wanted to learn what 
was appropriate within that cultural context in that specific com- 
munity; and that we were there to provide support and help. But 
again, it was, as you have heard, it was their leadership. It was 
their program. It is their youth. And I think that that fit very well 
with the general context in Indian Country, and so our program 
has been well received. 

The other thing, I think, was that we felt and continue to feel 
very strongly that respect for the family and for the parents and 
engaging them as part of recovery is a very important component. 
So we really emphasize in all of our settings the significant impor- 
tance of reaching and educating and engaging and helping families. 
Because parents want to do what is the very best thing for their 
children. Even parents who are impaired care deeply about their 
children. And whatever strength they can bring needs to be tapped 
because the health professionals and the programs have a tendency 
to fade away, but family remains, just as the tribal culture and 
community remains. 

So we have always emphasized the importance of the family. And 
I think that, too, fit within the values framework of the tribal com- 
munities that we have been working with. 

Ms. Binney. Dr. Clayton, does the American Foundation for Sui- 
cide Prevention have any partnerships with tribal communities? 

Dr. Clayton. The only partnerships we have had are in our 
postvention works. And we have this training program to teach 
people to run support groups after there has been a suicide. And 
so we do it all over the Country. It is a day and a half program. 
And in South Dakota, we have done it twice in two different com- 
munities, and Native American people have come. 

Now, I did not ask our survivor leader what the follow-up on that 
was because we do collect follow-up data. Have you actually held 
support groups in your home or in your church? You can do it 
wherever you please. So I don’t know if, we have those data, but 
I don’t know it. 
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And we have also reached out to V.A. hospitals, too. And had 
meetings in V.A. for survivor training. Again, it is all this 
postvention training that we have been involved in. 

Ms. Binney. And it does seem that a movie, like you said, with 
Native American actors would probably resonate with Indian com- 
munities. 

I don’t know what you think about that, Mr. Mangas, being able 
to go into a classroom and kind of see your own peers, other Native 
Americans in the movie about suicide, and sort of how to respond 
to that. 

Mr. Mangas. I think it would really help a lot of the youth that 
are on the reservation because, like, many of us don’t really have 
nobody to look up into these movies or stuff. All we mainly see is 
white actors or Mexicans or any other people except Native Ameri- 
cans. 

And what if Native American actors being in like a suicidal 
movie or something like that, like showing what Native Americans 
really actually do go through, it would help a lot of the Native 
American youth, knowing that they are not the only ones out there 
that are going through this, and there are other reservations across 
the United States that do go through these suicidal attempts or su- 
icidal completions like this. 

And having other Native American youth from my reservation, 
like, seeing these movies or stuff, it would kind of help them not 
only knowing that they were not the only ones out there suffering 
with this kind of stuff, but knowing that there is help out there be- 
sides what we do have on the reservation. And they could go to our 
Council and kind of ask them to refer these people to come to our 
reservation and to help us not only with the suicide and drinking 
and stuff like that, but like with depression and with problems at 
home that would lead to these suicides, and that would lead these 
children to like using drugs or alcohol or getting into trouble. 

It kind of, to me, it would kind of help the youth understand that 
there is help and that they don’t always have to make an attempt 
on their life to get this help. They could as easily just go out there 
and ask a teacher or another person if they could see if they could 
try and help this youth to get this help to the reservation so that 
everybody could have it and not just people from different reserva- 
tions like here in the East or out on the West Coast. 

Because there are many reservations that are right in the middle 
of the United States that really don’t seek this help because of, 
like, the shame and stuff that comes with it. Seeking this help is 
too great on some of the people. There is such a great honor of not 
even needing this help or anything, that they are too afraid or too 
shameful to seek it at the last minute. 

And by having Native American actors in movies or stuff like 
this, then it would kind of help the youth to understand, well, we 
can seek this help because other Native Americans out there are 
seeking this help, and they are not ashamed of it, so we shouldn’t 
be ashamed of it. 

Ms. Harjo. You had referred to the film as helping the students, 
the Indian youth. But what would you say to the service providers, 
to the teachers, to the doctors and other people out there in the 
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community? What do they need to be doing to help these young 
people who will not seek out help? 

Mr. Mangas. They need, like, some of the people need to kind 
of put these cultural values into some of the youths’ heads because 
many of the youth where I come from don’t really respect their cul- 
ture. They don’t want nothing to do with it. And by having these, 
like our elders or like our Tribal Council leaders or just mainly 
their parents, having them put these cultural values into their 
head, and having them understand, well, this isn’t what our Native 
American people used to do when they were having problems way 
back when, or they wouldn’t use to use these ways of having people 
see that they need help. 

They would have, it would kind of help the youth to understand, 
well this isn’t what we should be doing because it is not what our 
people would want for us. And it is not what our people went 
through way back when to get us to where we are today. 

And by having the elders put these cultural values in some of 
these people’s heads or the youths’ heads, it would kind of really 
help some of the youth to understand, well, my people did this for 
me, and I should be trying to help my people instead of trying to 
bring all this depression and all this to my people. I should be out 
there making an effort to help other youth better going through 
this and helping them to get through this so that they won’t make 
these attempts on their life or make these completions with their 
life. 

It would kind of really help a lot of youth because on our reserva- 
tion, the thing about death is that whenever you do something to 
your body and you die, that is the way you are going to go into the 
next world. If you hang yourself, there is going to be a rope around 
your neck when you go into the next world. If you shoot yourself 
and you shoot your head off or something like that, that is how you 
are going into the next world. 

And some of these youth don’t understand, well, that is what our 
people used to believe way back when and that is why they 
wouldn’t make these attempts or completion of suicide. That is why 
they would be out there fighting for their lives or fighting against 
other people. 

And it would kind of really help a lot of youth to understand, 
well, maybe this is true. Maybe we will go into the next world look- 
ing like that. And some of these youth are so high on their horse 
that they want to look so perfect and everything, and then they do 
make this attempt on their life they are not understanding, well, 
what if this is really what is going to happen to me in the next life? 
What if I do come out looking like that? 

And I believe that some of these kids don’t really understand 
what their cultural values are and what is being taug:ht to them. 
And so I think that if the elders and the Tribal Council would get 
out there and teach these children, well, this is what is going to 
happen in the next world. This is what you are going to look like 
if you do this to yourself in the next world. 

I think it would help a lot of youth to understand, well, maybe 
I shouldn’t do that because I want to look the same way for the 
rest of my life, even in the next world. And I think that would kind 
of help a lot of the youth to understand, well, we shouldn’t make 
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these attempts on our life or we shouldn’t make these completions 
on our life about suicide. 

Ms. Binney. That is such an interesting point, in light of Mr. 
Genia talking about a lot of the people who have now gone through 
the residential program are asking about their culture and wanting 
to get more in touch with their culture. 

Mr. Genia. I want to kind of comment on that, too, because we 
built our own behavioral health facility, which has our prevention 
program, outpatient, residential. We have a domestic violence 
emergency shelter. Prior to that, where our program was, we had 
people that requested to come into the side of the building or be- 
hind the building to their appointments because receiving services 
for mental health and substance abuse was like, they didn’t want 
anybody to know. 

And slowly that has started to change, where we have had people 
in leadership within our tribe actually go through our residential 
program. And I am just, I am really so proud of them for doing that 
and taking the courage and that step to get help for themselves. 
Now other people can see that and say, you know what? It is all 
right. It is a good thing to do that to try to help myself 

But one of the things I wanted to mention, and I will mention 
this again, is that over half or half of our Native American popu- 
lation are under the age of 18. So probably your experiences and 
like mine going through secondary education is that oftentimes we 
were the only Native American student in our college or graduate 
courses. 

And one of the things that I had done when I went through 
Grand Valley State University is that they were sending all these 
students these opportunities to go and study about other cultures 
from other countries. And I was thinking why are they putting so 
much money into sending people to Europe, to wherever, anywhere 
but tribes. 

And so about six years ago, I had approached the master’s in so- 
cial work program about having their students come up to stay 
with us on the reservation for two weeks, and it is going on its 
sixth year. And I can tell you, in that short two weeks, they have 
learned more than they will ever learn in public school education 
through college education about who we are as a people, as a cul- 
ture, our values, our history, why we deliver treatment services, 
mental health services the way that we do. 

Now it is a very popular program, but we can’t do that for all 
the universities and their social worker counseling programs. Un- 
fortunately, we have no minimum standards here in America about 
what outcomes they need to learn about Native Americans in this 
Country. 

So there is this population of populations graduating not know- 
ing who we are, and there is a lot of ignorance. So I really think 
we need to somehow address some of the education standards so 
that people really still refer to us as those people, that we are still 
part of the invisible population here in America. 

And until we do really look at some of those core things, I mean, 
I think we are always going to be kind of the minority and feel that 
way. Anyway. 
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Ms. Harjo. Earlier, in previous hearings as well as this one 
today, we have received testimony that many of the cultural prac- 
tices need to be incorporated into treatment for behavioral health. 
But we also received testimony today that there perhaps should be 
some of the behavioral health methodology incorporated into some 
of the cultural settings, like screening, for example. 

Ms. Goklish and Mr. Genia, what do you think about that as 
tribal health providers, the recommendation that screening ought 
to be incorporated in some of the cultural settings? 

Mr. Genia. I would definitely agree. Actually, in our behavioral 
health program, we have a cultural healer that is a part of our be- 
havioral health staff. And so when we have ceremonies, actually, 
we have substance abuse treatment groups that actually meet in 
our longhouses and some of the groups actually go into sweats and 
our other cultural practices. So that is already happening in our 
setting. 

And I would also say that because we don’t have enough Native 
Americans in the field of counseling and social work, that a lot of 
the non-native staff actually stay on to work with us because there 
is something different than they have ever experienced in a non- 
native organization with their spiritual practices and cultural prac- 
tices. So it is really kind of a unique thing that is happening. 

But to get to your question is I definitely believe that we need 
our traditional healers, our spiritual leaders, our faith. She men- 
tioned working with the churches and stuff. I mean, everybody has 
to come on board and this has to be a multi-disciplined, multi-fac- 
eted approach to addressing health issues in our tribal commu- 
nities, including suicide prevention. It has to be okay to talk about. 
It has to be okay to receive help. And the more of our people that 
are in different disciplines within a tribal community, even if they 
are just non-working tribal members and staff, I think that is 
great. And we need to do that. And we are doing that somewhat 
already in our tribal community. 

Ms. Goklish. For us, we really don’t have a lot of our culture 
and tradition tied into, like, the behavioral health services that are 
provided. They do offer assistance if somebody would like a medi- 
cine man to do a prayer for them or if they would like to speak 
with a medicine man. If they can’t provide the financial means 
that, the behavioral health services would be able to assist with 
that. 

We feel that on our reservation, that a lot of our, not just our 
youth, but a lot of our tribal members feel a sense of loss. They 
don’t have a sense of belonging because they really don’t know the 
traditional setting. They don’t know our culture, the language. We 
are losing our language, like a lot of other tribes are. 

And so for us, being able to incorporate a lot of the cultural as- 
pects into a lot of the questionnaires that are being asked, or like 
I don’t know what type of surveys they have or what type of intake 
assessments they do, but in there, maybe ask information on how 
or what type of questions they can ask that would be culturally ap- 
propriate. 

And then also to work directly with them to see what other 
things they would do, maybe they can incorporate sweats or other 
things that would make them feel more like they can be com- 
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fortable being native and then going and getting help for the men- 
tal problems that they might be having. We don’t have a lot of that 
on our reservation. That is where we started working with our El- 
ders Council. And the unique thing about our Elders Council is the 
majority of our Elders Council are very traditional, and the other 
half have a strong Christian faith. But that doesn’t cause conflict 
with anything that we are doing with the youth because it is not 
about our elders. It is about our youth. 

And so when our elders come together, when we first started 
this, we thought that we would have a problem with that because 
of their belief system and because they are older and you have to, 
we are very respectful of our elders. But working with this, our El- 
ders Council that we have established, we have been able to do a 
lot with them. We have been able to work with the youth and the 
elders have been able to talk to them about what it means to be 
White Mountain Apache and that in order for them to be complete, 
what they need to understand. 

And so we haven’t reached out to a lot of kids, but the ones that 
we have been able to touch, we know that we have been able to 
make a difference just with our elders working with them, taking 
some of the kids to the sacred sites. When we took some of them 
to a couple of the sacred sites, some of the kids, they didn’t even 
know that we were still on the reservation. They thought we had 
actually left. 

So that is sad because they don’t even know how big the land is. 
They don’t know where it ends. They thought that we were going 
somewhere, on this big field trip off the reservation. We never left 
the reservation. The whole time, we were taking them on these 
field trips so they could better understand who they are and where 
they come from. 

And so I think that the more we include things like that into the 
behavioral health, the mental health, that it is going to help them 
better understand who they are, accept who they are, and then it 
will make them even stronger so that they can become healthy 
again. 

Ms. Harjo. Part of the testimony today indicated that the Fed- 
eral dollars spent on Indian youth suicide prevention or Indian sui- 
cide prevention in general reduces a lot of the medical cost that is 
associated with the treatment and aftermath. 

Mr. Grinnell or any of the panel, Ms. Goklish, is there any esti- 
mates about how much we are actually saving? 

Mr. Grinnell. No, I don’t think we could come up with that in- 
formation right now. I am not sure that we are able to capture that 
because that is a prevention aspect. I can ask some of our staff to 
look into it and we can get back with you. 

Ms. Harjo. That would be really helpful. 

Ms. Goklish, you elaborated on several aspects of the mandatory 
surveillance system. Of course, that being mandatory, could you de- 
scribe, what are some of the teeth to that system out there? How 
do you require people to actually report? 

Ms. Goklish. Well, the teeth in it is the resolution itself. And so 
the tribe did pass the resolution mandating all tribal departments, 
health providers and tribal members to report suicidal behavior. So 
the teeth in itself is the resolution that was passed. 
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And I think the hackhone behind it is the staff that are working 
directly on it, which is us. And you know, us providing in-services 
on a regular basis to all departments on the reservation, reminding 
them that this is mandated by the tribe, and that when the tribe, 
considering that they are a sovereign nation, that they make their 
laws and that that is one of the laws that they have passed. 

And so we work closely with the Police Department and other de- 
partments on the reservation, along with the Indian Health Serv- 
ice. We have a really strong relationship with the Indian Health 
Service and our Tribal Council on implementing this with all de- 
partments. 

If we feel resistance from any department, we don’t go back to 
the Tribal Council and let them know. We don’t do that. We work 
directly with that department to make sure that they understand 
that this is something that the tribe wants and the community has 
accepted this, as part of our responsibility as natives, what we need 
to do to take better care of ourselves and also to step up and say 
that, yes, either I am suicidal or I do have a family member who 
is suicidal and that they do need help. I would rather have that 
person mad at me than that person gone. 

And so we do have family members that will fill out a form on 
another family member, a friend will fill it out on another friend, 
or another individual will fill it out on themselves, saying that, yes, 
I do need help. I do recognize that I am suicidal. 

And when we first started doing this, we had a hard time be- 
cause speaking about suicide, it is a taboo. We were told, you don’t 
speak about it because it is going to happen. You don’t need to ad- 
vertise it. 

And so when we first started doing this, it took us a long time 
to get where we are at. So we have been working and doing this 
for nine years. It started in 2001, but actually the tribe’s been real- 
ly struggling with suicide for 19 years. And so it has been a long 
time that we have been trying to get help. And when we first had 
the spike on our reservation, I was in high school then. And so a 
lot of my cousins, my friends died from suicide. There are a lot of 
names out there. 

And so, with the 19 years, there comes a lot of numbers of the 
people that have passed by suicide. And so with us, it is the tribes 
that put in those policies and we are enforcing it, but with permis- 
sion from the tribe. We are tribal members, but we do work for an 
outside agency or department, which is Johns Hopkins. 

But we are tribal members and I think that is what gives us 
strength and that we speak in our language and that we can ex- 
plain to the community the importance of us doing this. And that, 
yes, it is taboo for a lot of our elders, but since we have established 
our Elders Council, they have told us that even though it is taboo, 
it needs to be spoken of because if we don’t speak about it, it is 
going to continue and it is going to continue to take lives on our 
reservation. 

And so with that, we were able to produce a DVD that we use, 
which we call New Hope. Our production crew is native and our 
actors are native. And so the DVD that we produced is geared to- 
wards youth who have made an actual attempt to make them real- 
ize that the impact that it has on their family and the community. 
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One attempt that we have has a big impact because the first re- 
sponders who are going out there are also community members and 
so it affects them. And so they deal with that, and we explain that 
to the youth. 

And the core purpose of that particular DVD is for them to un- 
derstand that they do need help and that their attempt was serious 
and that it wasn’t a joke. And that they could have ended their life 
and they wouldn’t be here today. And so that was a DVD that we 
also produced. 

Ms. Binney. That sounds similar to your guys’ movies as well, 
Dr. Clayton. 

Ms. Flynn. Could I just add one comment. I searched through 
my papers in response to your question. I do have some informa- 
tion about how screening of youth can save healthcare dollars. And 
I have just a quick from the field story to share. It did not occur 
with American Indian population, but it did occur recently. And it 
is why we are working as well in emergency departments because 
so often that is a primary care spot for many youth. 

With the advent of electronic medical records at Cincinnati Chil- 
dren’s Hospital, a young girl came in, age 16, and her name was 
typed in for the first time as the electronic record came online. 
They saw over 35 previous entries. She had been seen in the emer- 
gency room for ear ache, headache, stomach ache, back ache, a 
whole panoply of symptoms. She had had all kinds of tests, MRIs. 
She had had all kinds of blood tests. She had been admitted over- 
night twice for all kinds of procedures. 

Finally, on this 37th or 40th admission, she was screened for de- 
pression, which indeed she was found to have very significant and 
severe symptoms of depression, showing up as physical health 
symptoms. Perhaps because of stigma, she didn’t want to discuss 
these other issues. 

When she was asked about it, she readily acknowledged this was 
a problem. And indeed, now they have been able to address what 
was really driving all of these repeated visits for symptoms that 
were in fact symptoms of untreated depression. 

I think it is not a rare example. We hear from emergency depart- 
ments across the Country that this is a component that brings 
youngsters into the emergency room. 

Ms. Harjo. So from that experience, one, is it perhaps a rec- 
ommendation or something that needs to be evaluated as to the 
training for other providers, the rest of the community as the 
White Mountain has done in identifying these types of issues and 
symptoms? 

Ms. Flynn. I think absolutely. As we see integration of mental 
health, physical health, we look at the whole health of the young- 
ster. And we realize that it is in adolescence that a lot of these sig- 
nificant mental health issues first arise. This is when we can first 
find the symptoms, but we do need colleagues across healthcare to 
learn about this, to be part of identifying and then connecting 
youngsters who need help to the treatment and supports they need. 
I think that is where we have to work together. 

Mr. Genia. Can I just add? A lot of the research and stuff, too, 
shows that when at the impact or onset that someone has been 
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traumatized, a lot of their developmental emotions, maturity levels 
kind of are thwarted at that age. 

And if you take a look at what has happened a lot in Indian 
Country is that a lot of, whether women, parents that are at that 
age now have heen victimized or traumatized in some way in their 
own tribal communities or wherever they grew up at, in their ado- 
lescence or teen years or younger. 

And I guess the point I am trying to make really is that a lot 
of our efforts as far as putting money more into the prevention, the 
youth, adolescent ages is kind of where we need to be directing a 
lot of our monies. I mean, we do have treatment programs and 
stuff, and that is good to see. But we know that the majority of our 
youth, again, are under the age of 18. And if we can develop them, 
help them, nurture them and help them grow that hopefully this 
cycle will continue to stop. 

So, and you had asked about the behavior, the money put into 
prevention versus medical care. And one of the statistics, Jessica, 
who is on the National Indian Health Board kind of pointed this 
out, too, was that for about every dollar that is spent in prevention, 
we save about three dollars in medical care costs or more. 

So it makes a lot of sense if direct a lot of those efforts in Federal 
funding towards those efforts. We could be saving a lot more in 
healthcare costs down the road. 

Dr. Clayton. I would just like to comment one more thing about 
the film, and then something else. I think the film is also useful, 
they have used in schools for the parents, too, at PTAs, to show 
them that kids can get depressed. And this isn’t just a growing 
pain or bad behavior or a bad patch they are going through. It real- 
ly could be depression. 

So I think if you make a good film, that it can be used in mul- 
tiple places. And the way we make sure it is used well is to have 
a very, very complete facilitator guide for the teacher, hopefully 
with a mental health worker, but when it is presented. So I think 
it has a lot of depth to it. 

But I would like to say a couple of other things. Senator Franken 
opened by talking about a tribe in Minnesota who had another set 
of copycat suicides. And so they called in a team from Montana, he 
said, to help them evaluate the situation. And they did discover 
that there was some kind of pact in that particular community. 

So I think another thing that should be done is that you ought 
to have some crisis intervention teams because contagion is a prob- 
lem for adolescent suicide. There is a contagion thing that we have 
been involved with now on the campus at Cornell. And there is a 
contagion in Palo Alto, California in the high school. 

So it is really a problem for youth because they are depressed, 
drinking and impulsive, and then this happens. So you need some 
well-trained intervention teams, I think, to go to other reservations 
when something like that starts to occur. You have to do it imme- 
diately. 

And then I still think there are now very good short-term thera- 
pies for depression. There are psychotherapies. I mean, there are 
many drugs that are good. There are drugs for the treatment of al- 
coholism that have been used, I am told, in New Mexico success- 
fully in Native American populations. 
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But there are good short-term psychotherapies. And there is one 
for suicide attempters that was developed by Tim Beck in Philadel- 
phia, in the heart of the city. And 40 percent of the people in the 
study were men, which is very unusual, and 40 percent of them 
were black. So it was really in the neighborhood of downtown 
Philadelphia. 

And they have used that same therapy now for the elderly. They 
have to adjust it. And I think you need to invest money in devel- 
oping a kind of psychotherapy, a CBT therapy for Native American 
youths who are depressed or who make suicide attempts. I think 
a suicide attempt specific psychotherapy, while you are there, while 
the person is there, with focus groups. It is a complicated process 
to develop a psychotherapy, but it is proven to be effective. So I 
think it would be a mistake not to invest in those kinds of things. 

And then finally, the V.A. in order to solve its problem with sui- 
cide attempts, it took a long time to work out, but they got the Cri- 
sis Hotline, which is all over the United States, to press 1 if you 
are a veteran, and then it goes to your community of veterans hos- 
pitals and that. 

And I think you have talked about the Crisis Hotline some, but 
I think you should have a way to partner with this national Crisis 
Hotline so that Native American communities could also use it spe- 
cifically. 

I don’t know. Those are just my thoughts on it. 

Ms. Binney. So basically it would be like a, press 2 if you are 
a Native American? 

Dr. Clayton. I think you have to press 1 if you are a veteran 
and then I think 2 if you are just — it was developed as a crisis hot- 
line for the whole Country, not by age or anything. And so then 
when the veterans presented with this enormous increase in sui- 
cides, the first thing they did, it took about a year to partner with 
them. And so it would be press 3 if you are something, or 2, I don’t 
know how they do it, but I think you need kind of a national crisis 
hotline. 

Ms. Binney. I think you are right in that suicide, particularly 
among youth, can be contagious. And the studies and the stories 
and the anecdotes have shown that. And I think our hope and our 
Senators’ hope is that having strong leaders in the community like 
Coloradas and Hunter and Novalene to sort of break away the stig- 
ma, that that becomes contagious to where people feel like they can 
talk about these issues openly and comfortably. 

Also there are good young leaders who obviously are very proud 
of their culture and where they come from and of being Native 
American, and that becomes contagious as well. 

We thank everybody for being here. We are going to wrap up, but 
I wanted to remind you all that with the hearing, the record will 
stay open for two weeks, as Chairman Dorgan mentioned. And that 
him and other Members of the Committee, because they couldn’t be 
here and couldn’t be here for the full time, will submit written 
questions to you for the record, and we will give you some time to 
respond to those questions as well. 

I just want to thank everybody for being here on behalf of Chair- 
man Dorgan, Vice Chairman Barrasso and all the Members of our 
Committee. We appreciate your coming for the hearing. We are 
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sorry it got cut short, and we really appreciate your staying around 
for the listening session and engaging in dialogue with us. 

I don’t think this Committee is going to stop holding hearings on 
this issue. They have heen holding a number of hearings on this 
issue over the last seven years, and I think it is going to continue 
until we can really decrease the number of youth suicides that are 
occurring in Indian Country. 

So again, thank you for being here. 

[Whereupon, at 12:05 p.m., the listening session was adjourned.] 
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Prepared Statement of Dr. Warren Zapol, Commissioner, U.S. Arctic 
Research Commission 

Good morning, Chairman Dorgan, Vice Chairman Barrasso and Members of the 
Committee on Indian Affairs. I am pleased to submit testimony on Youth Suicide 
in Indian Country as part of the Committee’s March 25, 2010, hearing. My testi- 
mony focuses specifically on youth suicide in the Arctic and on the goals of the U.S. 
Arctic Research Commission, which I represent as a commissioner. 

I am the Director of The Anesthesia Acute Care Laboratories at Massachusetts 
General Hospital (MGH) and the Reginald Jenney Professor of Anesthesia at Har- 
vard Medical School in Boston. I received my undergraduate education at Massachu- 
setts Institute of Technology, attended the University of Rochester School of Medi- 
cine, and after graduation, served in the Public Health Service (1967-1970) at Na- 
tional Institutes of Health as a staff associate of the National Heart Institute. I cur- 
rently serve as a commissioner for the U.S. Arctic Research Commission, rep- 
resenting academics and research while focusing on human health. It is in my ca- 
pacity as the “human health” commissioner that I submit my comments. 

The Federal Government, Congress and the Supreme Court have all determined 
that the Federal Government has a fiduciary responsibility to provide for the health, 
safety and wellbeing of Alaska Natives and American Indians. With youth suicide 
rates, especially in Alaska Native males, drastically exceeding the national aver- 
age — the Arctic Human Development Report states that Alaska Native males are 
80 percent more likely to commit suicide than the general American population — 
the Federal Government is not fulfilling this trust responsibility. Millions of dollars 
have been provided to stem these deaths, but youth suicide rates among Alaska Na- 
tives are increasing and continue to drastically outpace the American population, 
generally. We owe it to our Alaska Native populations to ensure that the federal 
funding provided for their health and wellbeing is used to promote meiximized bene- 
fits — reductions in youth suicides. 

Currently, the Federal Government does not know which programs work or which 
programs work most effectively to reduce youth suicides in Indian Country. It is 
critical that the Federal Government study these programs to determine how best 
to fulfill its fiduciary responsibility — without this, the Federal Government will con- 
tinue to fund prevention and intervention programs, without regard to the pro- 
grams’ effectiveness in reducing youth suicides. This is not fair to our Alaska Native 
populations. 

In recent years, there has been significant improvement in the general health of 
the Arctic resident populations, but significant behavioral and mental health dis- 
parities persist, especially between indigenous and non-indigenous populations of 
the Arctic. These disparities include unintentional injuries, suicide, homicide, infant 
mortality, and in part, account for a shorter life expectancy and increased mortality 
related to suicide and accidents in Arctic residents, as compared to residents in 
more temperate climates. 

Although Alaskans face the same behavioral and mental health issues faced by 
communities in other states, the severity of many of the problems is often greater 
and there are special challenges posed by the remoteness of many Alaskan commu- 
nities. Some of the health problems of greatest concern include, but are not limited 
to, elevated suicide prevalence, child abuse/neglect, sexual assault, alcohol use, high 
prevalence of Fetal Alcohol Spectrum Disorders, and unintentional injuries. Addi- 
tionally, the rates of smoking and obesity are higher in the Alaskan Natives, com- 
pared to non-Natives, and there has been a rapidly rising incidence of diabetes. 

As described in the Arctic Human Health Assessment Program’s 2002 report, the 
younger age structure, and predominantly remote locations of the majority of the 
Alaskan Native populations makes the State’s communities particularly vulnerable 
to these disparities; however, it also provides an opportunity for establishing cul- 
turally specific, community-based intervention programs that emphasize resiliency 
and preventive measures for behavioral and mental health promotion. Many agen- 
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cies and organizations have recognized the need to invest in further research and 
improve current services. There is also increased attention to the issue of culturally 
appropriate training of community-hased health care providers. It is believed that 
coordination of these efforts will provide a maximal benefit to the affected commu- 
nities. 

The indigenous populations and other residents of the high northern latitudes dis- 
proportionately face a variety of mental and behavioral health and health-related 
social issues. Although many of these issues parallel those faced by residents of 
other rural areas, and are similar to those faced by other Native American popu- 
lations in the lower 48 states, the problems in Alaska are compounded by the chal- 
lenging physical environment (including extreme cold and photoperiod changes) and 
limited availability of and access to health services, and aggravated by the rapid so- 
cial changes of the past few decades. 

The Arctic Research and Policy Act, passed in 1984 (P.L. 98-373) and amended 
in 1990 (P.L. 101-609) was enacted to establish national policy, goals, and priorities 
for Arctic research. The Act established the Arctic Research Commission and an 
Interagency Arctic Research Policy Committee (lARPC). The Commission publishes 
a report on goals and objectives every two years to help guide the activity of the 
lARPC and its member federal agencies. In its 2009 report, the Commission out- 
lined several research program recommendations. In addition to studies of the Arc- 
tic Region, Bering Sea Region, and research on resource evaluation and civil infra- 
structure, the Commission has called for a review of Arctic health research. 

The Commission’s recommendation for a research program on Arctic health calls 
for a focus on mental health in the Arctic since behavioral problems such as alco- 
holism, drug use, suicide and accidents are among the most frequent causes of ill 
health and death in Arctic populations (USARC, 2009). The Commission rec- 
ommended that lARPC begin planning an interagency program to coordinate and 
emphasize research on mental health concerns in the Arctic, with the National In- 
stitutes of Health as the focal point for the effort. In response, a meeting on Arctic 
Mental Health was held under joint sponsorship of the NIH Fogarty Center and 
USARC in Anchorage on June 2 and 3, 2009. After a thorough review of the prob- 
lems with extensive representation from Alaskan Native groups, federal organiza- 
tions (NIMH, NIAAA, NIDA, Fogarty Center, CDC, etc.). State of Alaska agencies 
(Dept, of Health, CMC of AK, etc.), state legislators, and voluntary agencies (Mental 
Health Trust), it became clear that the problem was both difficult and chronic and 
little progress is being made toward reducing the suicide rate. 

It was also believed that it would take extensive research to identify successful 
interventions, rigorously test them, scale them up, sustain them, and evaluate their 
effectiveness. The complete discussions of that meeting were published in December 
2010 as a supplement to the International Journal of Circumpolar Health and are 
available on our website (www.arctic.gov). 

It should be noted that, although a great number of northern residents are at risk 
and experience disportionate mental and behavioral health complications, there are 
also Arctic inhabitants who are resilient to these risk factors. These differences can 
be seen not only between individuals, but between communities or villages, sug- 
gesting an important socio-cultural component to resilience. It is unclear what 
makes some individuals or villages more resilient to the same factors that put so 
many others at risk. With few exceptions, there is no current, compelling framework 
to guide development of a primary prevention approach for mental illness or addict- 
ive disorders in the Arctic. That is, it is not known which societal strategies are the 
most effective at fundamentally lowering incidence and prevalence of these dis- 
orders. Strategies might include modifications in housing, socioeconomic status, edu- 
cation, environmental hazards, behavior and violence. 

In Alaska, multiple federal, state and local agencies are involved in promoting, 
preventing and treating mental and behavioral health disorders. In some cases, 
these agencies collaborate with international partners in the pan-Arctic such as the 
Canadian Ministry of Health. Each of these agencies comprises a critical piece of 
the infrastructure that supports and maintains the health of Alaskans. For example, 
within the Federal Government there are at least five agencies active in providing 
assistance, including the Indian Health Service, Centers for Disease Control, Na- 
tional Institutes of Health, National Science Foundation, and the Health Resources 
and Services Administration. In addition there are well over 20 non-federal agencies 
providing behavioral health services in Alaska. A coordinated effort among the var- 
ious agencies and organizations is needed to provide the most effective prevention 
and intervention services. 

Researchers in the behavioral and social sciences are exploring resilience factors 
that allow better coping, recovery, and resiliency to social and physical trauma. Re- 
search in neuroscience is identifying mediators and mechanisms of altered brain 
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functioning and behavior. Community-based researchers are employing educational 
programs to teach cultural values and traditions, within the context of the modern 
society that may be successful in reducing youth suicides. Additionally, medical re- 
search is finding new approaches to diagnose and pharmacologically treat depres- 
sion. 

Focused research is desperately needed to identify more effective and comprehen- 
sive strategies for promoting resilience and recovery in individuals who live in the 
northern communities as well as to facilitate effective coordination among federal, 
state and local agencies. Despite many trials of intervention or “pilot programs” 
there is little effectiveness testing of interventions and no interventions have been 
scaled up to a statewide level. The mental health research agenda for northern resi- 
dents is much broader than can be accommodated by a single agency. Despite the 
enormity of the problem, a minuscule amount of funds are devoted to mental health 
research in Alaska. 

The U.S. Arctic Research Commission recommends that $1.2 million be made 
available for the Institute of Medicine (lOM) of the National Academies of Science 
to review what research is needed to improve the health of Alaskan Natives. This 
study will examine the science base, gaps in knowledge, and strategies for the pre- 
vention and treatment of mental and behavioral health problems faced by popu- 
lations in Arctic regions, with a focus on Alaska. Specifically, the lOM research 
would: 

1. Summarize the scope and nature of mental and behavioral 
health among residents of Arctic regions, with special empha- 
sis on Alaska. 

2. Assess the infrastructure for research into the mental and 
behavioral health issues in Alaska to determine if current 
mechanisms and resources are appropriate to facilitate 
progress in the field. This should include an analysis of which 
federal agencies are funding research programs and the mech- 
anisms used to review research proposals. 

3. Describe factors that contribute to promoting resilience and 
recovery among Arctic residents. Learn if any of these have 
been robustly tested for effectiveness. Learn if any of these 
have been scaled-up for large scale implementation. Have any 
scaled-up programs been tested? 

4. Provide recommendations for strategies of implementation 
and testing of programs designed to increase resilience in the 
affected populations and reduce health disparities. 

5. Describe and assess the infrastructure for prevention and 
treatment of mental and behavioral health in Alaska; including 
federal- , state- and community-based programs. This should 
include examination of collaborative efforts and discussion of 
ways to improve coordination between the multiple public and 
private agencies involved in promoting improved mental and 
behavioral health. The testing of pilot programs for effective- 
ness will be emphasized, and the scaling potential of pilot 
therapeutic efforts will be examined. 

6. Identify steps that could be taken in the short- , medium- 
, and long-term to improve the mental and behavioral health 
of Arctic residents, including research needed to understand 
the impact of abrupt, Arctic climate change and rapid social 
changes on mental and behavioral health, improvements in 
community infrastructure directly related to improved health, 
changes in prevention and treatment programs, and mecha- 
nisms to improve selection and training of personnel for mental 
and behavioral health care services. Special emphasis will be 
made on the use of telepsychiatry to augment these efforts. 
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The U.S. Arctic Research Commission understands the widespread needs for fund- 
ing of behavioral mental health services in Alaska for Alaskan Natives. In this vein, 
it is vital that the Federal Government carry out an lOM-based report of our knowl- 
edge and knowledge gaps to learn which strategies for sustainable interventions and 
prevention might most effectively and efficaciously be developed to optimize the use 
of these federal dollars and achieve the most beneficial effects. Only through rig- 
orous examination and testing can evidence-based, sustainable interventions reduce 
the complex set of factors that influence mental and behavioral health in the Arctic, 
especially in Alaska Native youth. Thank you so very much for the opportunity to 
present this testimony before the Senate panel. 


Prepared Statement of Julia M. Watkins, Executive Director, Council on 
Social Work Education (CSWE) 

Dear Chairman Dorgan and Ranking Member Barrasso: On behalf of the 3,000 
individual members and 650 graduate and undergraduate programs of professional 
social work education comprising the Council on Social Work Education (CSWE), I 
respectfully submit the enclosed report. Status of Native Americans in Social Work 
Higher Education, * to the official Committee record for the hearing that took place 
on March 25, 2010 on Youth Suicides and the Urgent Need for Mental Health Care 
Resources in Indian Country. 

CSWE is a nonprofit national association representing graduate and under- 
graduate programs of professional social work education. Founded in 1952, this 
partnership of educational and professional institutions, social welfare agencies, and 
private citizens is recognized by the Council for Higher Education Accreditation 
(CHEA) as the sole accrediting agency for social work education in the United 
States. Social work education focuses students on leadership and direct practice 
roles helping individuals, families, groups, and communities by creating new oppor- 
tunities that empower people to be productive, contributing members of their com- 
munities. 

In 2007, CSWE formed a Native American Task Eorce to examine the current 
state of Native Americans in social work education. The report, finalized in late 
2009, takes a close look at the disparities that exist with respect to Native Ameri- 
cans in higher education, focusing primarily on social work education. It examines 
the extent to which social work programs have been successful in recruiting and re- 
taining social work students and faculty, as well as the extent to which all social 
work students are taught core competencies needed to serve the mental health 
needs of Indian Country. A primary finding of the report is that social work grad- 
uates (regardless of whether they are American Indian/Alaska Native or not) need 
to have baseline knowledge of Native American culture in order to effectively prac- 
tice. The report also discusses social work programs across the country that have 
been successful in recruiting American Indian/Alaska Native students and faculty 
and suggests that these programs could serve as models for other social work pro- 
grams. 

As you will see by reading the report, and as was discussed during the March 25 
hearing, capacity building can be a challenge for professions responsible for pro- 
viding mental health services, especially to Indian Country. CSWE is committed to 
addressing the severe shortfalls plaguing the social work profession by imple- 
menting the recommendations made in the report to recruit and retain Native 
American students and faculty into social work programs, and to integrate Native 
American content into social work curriculum. 

I hope you will take a moment to read the attached report. If CSWE or the Native 
American Task Force can ever be of assistance to the Committee, please do not hesi- 
tate to contact CSWE’s government relations staff, Ms. Wendy Naus. 


Prepared Statement of Kevin McCartney, Senior Vice President of 
Government Relations, Boys & Girls Clubs of AmericaWhat do we know 
about adolescent suicide in America? 

• One adolescent attempts suicide every minute. 


* The information referred to has been retained in Committee files and be found at 
www.cswe.org I File.aspx?id=25694 
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• Boys are 4 times more likely to successfully commit suicide 
than girls; however, girls will attempt suicide 4 times more fre- 
quently than boys. 

• For every completed suicide, there are 100 kids who attempt 
it. 

• There are 500,000 to 1,000,000 attempted suicides each year. 

• There will be 100 suicides a week, 14 a day this year. 

Suicide is common to all people, not just a particular ethnicity or socioeconomic 
group. There are many different reasons for suicide such as loss of a boyfriend/ 
girlfriend, feelings of hopelessness or powerlessness, poor self-esteem, pressure to 
succeed, stress, family or school problems, abusive situations, depression, loneliness, 
and sometimes no visible cause at all. As front-line youth development profes- 
sionals, Clubs are often first-responders to kids in crisis and in regions where sui- 
cide attempt and completion rates have sk 3 Tocketed, Clubs have established pro- 
grams and protocol to address the issue. Two examples follow. 

Alaska 

When the Boys & Girls Clubs of Southcentral Alaska launched an outreach pro- 
gram for Native youth, they began in remote village of Tyonek. This tiny community 
of approximately 150 Athabascan Indians had been plagued by alcoholism and a ter- 
rible teenage suicide problem, averaging more than one such death every year. The 
problem was so bad that tribal elders constructed a Suicide Wall to list the names 
of the young victims. 

Since the Boys & Girls Club opened in 1993, not one child has taken his or her 
own life, and the Suicide Wall has been removed. Today, every youth in the village 
is a member of the Club, and names are now being added to the Youth of the Month 
Wall, which recognizes positive contributions by the young people in the village. 

Alaska has the highest suicide rate in the nation and Alaskan youth are nearly 
four times more likely than youth nationwide to commit suicide. In response to this 
phenomenon. Boys & Girls Clubs launched a statewide suicide prevention initiative, 
Project LEAD, in 2002. Project LEAD (Leadership, Education, Acceptance, and De- 
termination) is targeted toward at-risk youth in Clubhouse communities throughout 
urban and rural Alaska. Project LEAD builds protective factors in youth through 
academic and leadership programming, along with alcohol and substance abuse pre- 
vention programming. In the project’s first year, sixteen youth suicide interventions 
took place. To date, 60 suicide interventions have occurred; three interventions were 
suicide pacts involving a total of nine young people. 

The five-year $930,000 project, championed by key legislators, funded an Instruc- 
tor in each community to network with mental health and medical providers, school 
counselors, cultural leaders, churches and parents to identify and serve at-risk and 
in-crisis youth. As a result of the initiative, over 150 front-line Club professionals 
in 30 communities are trained in suicide intervention skills, and provide watchful 
support to over 15,000 children and teens statewide. These trained eyes and ears 
have identified 312 youth who exhibited one or more warning signs and are now 
building “profiles” on these youth. Profiles are a paper trail of each youth’s progress 
in academic and job performance, peer and family relations, and counseling refer- 
rals. 

North Dakota 

Boys & Girls Club of the Three Affiliated Tribes forged a critical partnership with 
the State of North Dakota and the Garrett Lee Smith Memorial Fund in January 
2008 to address the devastating trends of suicide among Native American youth. 
Clubs approached the initiative as a way to change the culture of hopelessness 
among teens. Clubs worked with health professionals to insert the Sources of 
Strength curriculum in Clubhouses and school-based afterschool programs to reach 
children as young as age five. Sources of Strength is a suicide prevention and health 
promotion program designed to prepare diverse students to be capable “Peer Lead- 
ers” for focused suicide prevention activities with ongoing adult mentoring. The pro- 
gram raises awareness and uses protective factors (sources of strength) that belp 
all students be resilient. The program focuses on positive strengths and resources 
that help students to overcome problems in their lives. 

The Clubs’ suicide prevention efforts are supported with a $40,000 grant, as well 
as in-kind services with Three Affiliated Tribes, Tribal Mental Health, Indian 
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Health Service, five school districts on the Fort Berthold Indian Reservation, the 
Gerald Fox Justice Center and the University of North Dakota. To date, 1,364 stu- 
dents are enrolled in at least one of our suicide prevention programs or activities. 
The program is evaluated by the State of North Dakota on a quarterly basis. 

Other Efforts 

Boys & Girls Clubs in New Mexico, Arizona, Oklahoma and Colorado are also 
meaningfully engaged in teen suicide prevention. 

New Mexico 

• Navajo, NM and AZ — Club professionals participate in commu- 
nity-based suicide prevention task forces; the Native HOPE 
curriculum is utilized in four schools that partner with Boys & 
Girls Club. 

• Mescalero Apache, NM — The community has a grant through 
the school that uses the Native HOPE curriculum in a commu- 
nity center. There are Club members that attend this program. 

The Native HOPE curriculum by Dr. Clayton Small focuses on strengthening 
adult-youth relationships and community action planning. Key elements include: (1) 
Culturally competent activities incorporating spirituality, humor, and important val- 
ues such as belonging, mastery, interdependence and generosity; (2) Teaching team 
building, adult/youth trust, communication and team effectiveness; and (3) Pro- 
viding advocates with information, skills and abilities needed to develop and main- 
tain an active community team committed to creating an action plan to implement 
prevention and wellness activities to increase youth resiliency. 

Oklahoma 

• Tahlequah, OK — The school district has a three-year grant for drug and alcohol 
prevention, and suicide prevention. The grant supports three therapeutic counselors 
at the high school, and Clubs have access to this resource. 

• Chelsea, OK — County-wide counseling services are available in one Club facil- 
ity. 

Southern Ute, CO — The Club partnered with the county in 
its training of 60 gatekeepers in the ASSIST program; Clubs 
intend to seek support to train kids in the ASSIST program, 
too. 


Prepared Statement of Mary J. Weiler, Board Chair, American Foundation 
FOR Suicide Prevention, North Dakota Chapter 

Thank you for the opportunity to provide written testimony for this committee 
hearing. My name is Mary Weiler — I am a survivor of suicide loss. On October 6, 
2005, I lost my young daughter, Jennifer, to suicide. 

This shining star graduated with honors, was an accomplished musician, an avid 
environmentalist, a loving and attentive daughter/sister, an advocate for the poor 
and disadvantaged — yet struggled with chronic depression and anxiety for over a 
decade. 

Over time, I’ve come to learn that more than 90 percent of people who die by sui- 
cide have an illness such as depression, bipolar disorder, schizophrenia, or sub- 
stance abuse at the time of their death — sometimes diagnosed, sometimes not. And 
after reading the letter that my daughter left for us, I have also come to understand 
that death by suicide is not intentional — it is a result of many complicated factors. 
I found out that due to the stigma that surrounds mental illness, she lived in fear 
and isolation and felt she was a burden. At the core, suicide is an escape from psy- 
chic pain or distress by a person who cannot — at the specific moment in time — find 
another way to cope. What I learned is that her experience with depression was to- 
tally remote from a normal experience, the horror induced by depression took on the 
quality of real physical pain that ultimately became unbearable for her. 

I have also learned that suicide is influenced by biology, personal and social psy- 
chology, roles and relationships, and issues about the very meaning of each of our 
lives. Many factors come together in a multitude of different combinations to make 
a death by suicide. The more factors or types of mental distress or illnesses that 
one experiences, the stronger the state of vulnerability. I have learned that just as 
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people can die of heart disease or cancer, they can die as a consequence of mental 
illness. It has heen established with reasonable certainty that such severe depres- 
sion is chemically induced amid the neurotransmitters of the brain, probably as a 
result of systemic stress, which for unknown reasons causes a depletion of certain 
chemicals in the brain. 

I’ve also learned that I’m hardly alone: research shows that more than 60 percent 
of us will lose someone we know to suicide during the course of our lifetime; more 
than 20 percent of us will lose a family member. Nevertheless, the historical stigma 
surrounding suicide persists, leaving many survivors of suicide loss feeling mis- 
understood and abandoned, yearning for comfort and understanding. 

Survivors of suicide are also often victims of stigma — people feel awkward and 
don’t know what to do or say to surviving family members. It is stigma that con- 
tinues to keep suicide from the public’s eye. People are afraid of the word, and 
worse, too often unwilling to be open to talk about the topic. If we can’t get through 
the stigma, we struggle to be able to educate. It is only when we get beyond the 
stigma that education will be possible and suicide prevention a reality. The stigma 
issue is so important and critical to suicide prevention that over the last several 
years the American Foundation for Suicide Prevention (AFSP) has dedicated over 
12 Million dollars to research alone and continues to be committed to funding re- 
search projects in the future. 

North Dakota loses someone to suicide every four (4) days. Suicides rates of Amer- 
ican Indian youth are the highest in the nation and escalating in recent years. 
There is still a great deal of work to be done to bring mental services to the local 
community to end the stigma and reduce the number of suicides on our reserva- 
tions. 

What Mental Health Care Resources Are Needed 

1. Better Data and Definitions — See Attached Public Policy Brief 

Fund demonstration projects in tele-mental health to find how these systems can 
be of greatest benefit in Indian County and fund infrastructure to connect service 
provides, families, and patients for communication and treatment planning with 
support networks while in treatment. 

Promote and fund the interface of data and a national registry through IHS for 
suicidal behaviors and treatment, to provide data informing continuity of care across 
systems for inpatient, outpatient, dual diagnosis and other supportive services. 

Collecting statewide data and establishing a mandatory reporting system to gath- 
er data; plan programming, and get youth needed services before they complete sui- 
cide. 

Establishing Uniform definitions — collecting all the types and causes in injuries 
in emergency rooms is needed to develop uniform definitions (undetermined). Some 
drowning and single motor vehicle deaths are “misclassified” as natural or acci- 
dental when suicide would be more correct. Misclassifying of such deaths contrib- 
utes to under reporting of official numbers. 

2. National and State Research 

Encouraging research to develop new treatment initiatives aimed at reducing sui- 
cide by: 

• Examining the relationship of domestic violence and child vio- 
lence on suicide rates. 

• Implementing Suicide Screenings Tools for our adolescents and 
college students such as the Interactive Screening Program 
through AFSP. 

• Improving fire arms storage practices. 

• Funding for research to determine evidence-based treatments 
for American Indian (AI) and Alaskan Native (AN) popu- 
lations. Seek grant from AFSP. 

3. Mental Health Services 

Increase funding to Indian Health Service (IHS) to increased the number of 
credentialed mental health professionals providing services in Indian country. 
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Increase funding of Indians into Psychology and Indians into Medicine to increase 
the number of American Indian (AI) and Alaskan Native (AN) providers in Indian 
Country. 

Increase funding of loan repayment programs to recruit and retain qualified men- 
tal health service providers in Indian County. 

Fund aftercare treatment programs and circle-of-care services for transition and 
follow-up treatment for Indian youth. Explore Post-vention program offered by 
AFSP. 

4. Education and Training 
Providing Training Opportunities 

Require cultural competence training for service providers in Indian Country. Pro- 
viders must relate to the cultural values of the people they serve. 

Fund clinical placement, internship, and post-doctoral residency programs for AI/ 
AN students for experiences working with clients in Indian Country. 

Provide training for selected community members to begin Survivor of Suicide 
Loss Support Groups on the reservations. 

5. Focusing on Protective and Prevention Factors 

Provide Skill Building tools for our young people — problem solving, conflict resolu- 
tion, non-violent ways of handling disputes and new coping mechanisms. 

Foster and celebrate connectedness and strengths with family and friends. Enlist 
the family members and friends in the plan for a young person who is struggling 
with coping. Explore Sources of Strength — Peer Resiliency Model. 

Restricting access to lethal means of self-harm (i.e. firearms is still the leading 
method of suicide death). 

Develop “hope kit” for our young people to increase their social supports — who to 
call; knowing the triggers of their depression then having a support person or action 
to deal with the trigger. 

Provide appropriate funding for mental health care programs such as “Mental 
Health Eirst Aid” that help to build community capacity and reduce stigma related 
to mental health issues and crises. 

6. Advocacy and Collaboration 

Although suicide is clearly a clinical issue, it is also a public health issue. This 
necessitates a shift in focus from prevention and treatment at the individual level 
to prevention and treatment at the community level. Therefore, suicide prevention 
should no longer be solely the concern of mental health professionals but also that 
of the entire community. 

The AFSP-ND Chapter has been fortunate to be able to collaborate with: 

The ND Coalition for Suicide Prevention 

The Gay Lesbian Bisexual Transgender community 

The ND Department of Health and ND Department of Human 

Services 

The Veterans Administration for Suicide Prevention 

Survivors of Suicide Loss Support Groups 

Mental Health America-ND 

Law Enforcement and First Link 

Prairie St. John’s — Psychiatric Hospital 

R.S.V.P Older Adults Volunteer Program 

Public and Private School Districts 

Universities and Colleges 

Community Churches 

In closing, what I have found is that individuals who are suffering from depres- 
sion are not helped by lectures or by hearing all the reasons they have to live. What 
they need is to be reassured that they have someone to whom they can turn — be 
it family, friends, school counselor, physician, or teacher — to discuss their feelings 
or problems. It must be a person who is very willing to listen and who is able to 
reassure the individual that depression and suicidal tendencies are very treatable. 
Seventy-five percent of all suicides give some warning of their intentions to a friend 
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or family member. All suicide threats and attempts must be taken seriously. Treat- 
ment is of utmost importance, and may involve medications, talk therapy or a com- 
bination of the two. 

The American Foundation for Suicide Prevention is the only national not-for-profit 
organization exclusively dedicated to understanding and preventing suicide. AFSP 
promotes research, awareness and education and reaches out to people with mood 
disorders and those affected by suicide. In May 2007, the AFSP North Dakota Chap- 
ter was formed to engage in the following five core strategies: 

• Funds scientific research 

• Offers educational programs for professionals 

• Educates the public about mood disorders and suicide preven- 
tion 

• Promotes policies and legislation that impact suicide and pre- 
vention 

• Provides programs and resources for survivors of suicide loss 
and people at risk, and involves them in the work of the Foun- 
dation 

The work of suicide prevention must continue to occur at the community level 
where human relationships breathe life into public policy. The mindset should al- 
ways be to improve mental health and get the best value (saving lives) for our 
spending — NOT just saving money! 

If we provide mental health resources to the right people at the right time we 
can actually save money but most importantly we are SAVING LIVES. 
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BACKGROUND 

Each year in the United States, more than 50,000 people die from acts of violence, including more than 33,000 deaths by suicide. Many of 
these deaths are preventable. However, to design effective suicide prevention strategies, an essential first step is to ensure the availability 
of complete, accurate and timely information, particularly with regard to the populations at risk and the circumstances and predisposing 
factors that contribute to deaths from violence. By linking these data, the NVDRS can reveal new insights into the prevention of suicides, 
insights that can be used by state public health officials to better target their prevention activities. 

Today, there exists no other data surveillance system that offers this benefit for such a modest investment. No other data collection or 
centralization effort carries the inherent value associated with NVDRS and, in fact, no other effort has the ability to directly inform and 
impact state and federal suicide prevention activities. 

In 2002, the Centers for Disease Control and Prevention (CDC) began implementing the National Violent Death Reporting System (NVDRS). 
The National Violent Death Reporting System (NVDRS) collects data from medical examiners, coroners, police, crime labs, and death 
certificates to understand the circumstances surrounding violent deaths including suicide. The system currently operates in only 17 states: 
Alaska, Colorado, Georgia, Kentucky, Maryland, Massachusetts, Michigan, New Jersey, New Mexico, North Carolina, Ohio, Oklahoma, 
Oregon, Rhode Island, South Carolina, Utah, Virginia and Wisconsin. Implementing the system nationwide is essential to developing, 
informing and evaluating suicide prevention programs. 

States Currently Part of NVDRS 



ACTION REQUIRED 

AFSP/SPAN USA requests $6 million for the NVDRS in FY 2011, an increase of $2,456,000, or 69.3% above the FY 2010 Omnibus. This 
increase in funding will allow for an additional 8-10 states to participate in the NVDRS. Expansion of the NVDRS wilt provide a more 
complete set of information that will be used to design more effective suicide prevention strategies. 


Response to Written Questions Submitted by Hon. Byron L. Dorgan to 
Randy E. Grinnell 

Question 1. Can you describe how IHS becomes aware of and responds to these 
tragedies? 

Answer. Most of the time, IHS becomes aware of these suicides from IHS Service 
Unit staff, Tribal health providers, or Tribal leadership. Our experience in respond- 
ing to these types of events has taught us that our effectiveness hinges on a coordi- 
nated community response involving Tribal government; the local Health Depart- 
ments; Emergency Medical Services; law enforcement; schools; faith-based institu- 
tions and spiritual leaders; and pertinent State and Eederal offices. Proactive coordi- 
nation of services and a designated point of contact are particularly important to 
reduce confusion in the community and increase the effectiveness of each partner’s 
activities, as well as the effectiveness of the overall response. The more we can get 
people and agencies to work together collaboratively, the more likely the crisis can 
be managed quickly. A clearly defined intervention plan, consisting of adherence to 
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a unified message and crisis response is important for those needing immediate as- 
sistance and support. 

Primary support comes through the IHS Area Office. The IHS Headquarters sup- 
ports the Area Office in their efforts to assist the Tribal community. The Area Office 
works closely with the Tribal community to help coordinate IHS resources in the 
response. “In the case of self-government Tribes additional funding and resources 
maybe provided to assist in responding to a crisis in their communities.” 

While most responses are handled by the communities themselves, there are 
times when a crisis can be of such great magnitude that local response capacity may 
be inadequate or temporarily overwhelmed. In some of these situations, we may also 
be able to help coordinate emergency community stabilization assistance utilizing 
the U.S. Public Health Service Commissioned Corps Emergency Response Mental 
Health Teams. The IHS Emergency Response Model design responds both to the in- 
dividual(s) in crisis and the community affected. This model is designed to assist 
all American Indian or Alaska Native communities in mitigating the immediate cri- 
sis, and stabilizing the community so that long-term solutions (planning, prevention, 
and implementation plans) can be developed by the community. 

Question la. Do each of these communities have a mental health provider? 

Answer. These communities often have a mental health provider. However, when 
there are vacancies or limited behavioral health providers, this can have a negative 
impact on access to behavioral health care. Eor example, a Tribal community may 
have difficulty recruiting certain disciplines such as psychiatrists and psychologists 
while, in other communities, there may be only one or two behavioral health pro- 
viders. So, when there is a vacancy or a staff person takes time off, the community 
may not have access to behavioral health services. The availability and adequacy 
of mental health programs for American Indians and Alaska Natives varies consid- 
erably across communities. 

Question lb. How do you think Tribes, the Indian Health Service, and Congress 
could best work together to improve youth suicide prevention efforts and increase 
the availability of mental health resources? 

Answer. The key strategy that IHS employs to address Indian youth suicide is to 
work in partnership with Tribes to bring services and resources together to focus 
on mental health needs and reduce the rate of suicide within American Indian and 
Alaska Native (AI/AN) communities. Tribes must be involved at every step of devel- 
oping and implementing suicide prevention strategies within their communities. The 
IHS is currently working with Tribal leadership to coordinate programs, services, 
and resources to address this problem. This focus on Tribal collaboration marks only 
the beginning of a much larger, long-term process. 

There also needs to be continued collaboration between Eederal partners (such as 
IHS with SAMHSA, NIMH, DOJ, BIA etc.). This is not only beneficial but it is nec- 
essary. Continued coordination of resources across numerous agencies will allow the 
development and implementation of a comprehensive, integrated, public health ap- 
proach to reducing deaths by suicide and suicide attempts. IHS plays a key role 
along with Tribal leaders in this collaboration. 

The IHS National Suicide Prevention Initiative has five targeted approaches for 
suicide prevention and intervention that we continue to implement including assist- 
ing IHS, Tribal, and urban Indian programs and communities in addressing suicide 
utilizing community level cultural approaches, identifying and sharing information 
on best and promising practices, improving access to behavioral health services, 
strengthening and enhancing IHS’ epidemiological capabilities, and promoting col- 
laboration between Tribal and urban Indian communities with Federal, State, na- 
tional, and local community agencies. 

Question 2. Does the IHS track the number of mental health care providers in 
Indian Country? 

Answer. IHS can generate reports that look for certain job categories, but there 
are limitations to the amount and type of data that can be generated. This informa- 
tion will only provide a “snapshot in time” because there is a great deal of turnover 
among mental health providers in tribal communities. In addition, behavioral health 
disciplines may not be clearly defined in data collection tools (e.g., “psychiatrists” 
fall under the general “medical officer” series); so, it may be difficult to ascertain 
which of those medical officers are psychiatrists. With over 50 percent of the Mental 
Health program and over 85 percent of the Alcohol and Substance Abuse program 
under tribal management, the IHS does not have access to tribal and urban Indian 
health mental health care provider data. 

Question 2a. If so, how many mental health care providers work in Indian Coun- 
try? 
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Answer. The numbers of mental health providers in the IHS civil service system 
are as follows: 

Social Sciences (0101) = 93 

Social Sciences Aid/Technician (0102) = 54 

Clinical Psychologist (0180) = 60 

Social Worker (0185) = 92 

Social Services Assistant/Aid (0186) = 41 

Social Services (0187) = 14 

Medical Officer-Psych (0602) = 24 

Psych Nurse (0610) = 5 

Practical Nurse-Psych (0620) = 4 

These numbers only represents IHS’ federal service and does not take into ac- 
count Tribal and Urban Indian mental health care provider data. 

Question 2b. What is the vacancy and turn-over rate? 

Answer. Although this information may be collected for IHS the vacancy and 
turn-over rate for mental health providers is currently unavailable. In order for IHS 
to be generated both a vacancy and turn-over rate, it (the number of vacancies and 
number of turn-over) would have to be monitored over a period time. The data for 
Tribal and Urban Indian programs are unavailable. 

Question 2c. How many tribes have mental health providers? 

Answer. This is a difficult question to answer given the increasing contracting/ 
compacting of mental health programs by tribes and tribal programs, and their hav- 
ing no obligation under P.L. 93-638 to report such information to the federal gov- 
ernment for programs they themselves operate. Subsequently, it is difficult to give 
an answer that accurately reflects all tribes and programs, so while we can report 
federal staff as in the question below, we are unable to do so for tribal programs. 
It is our experience and understanding, however, that the vast majority of tribally 
contracted/compacted programs do have their own providers. For some, most often 
smaller or more isolated programs, there are tribal consortia that pool resources and 
providers for their programs and communities. For higher level services as in inten- 
sive outpatient, residential, and hospital care, many tribes and tribal programs 
share resources or utilize contract health services to access providers. 

Question 2d. And what is the breakdown of between psychiatrists, psychologists, 
social workers, and other mental health care providers? 

Answer. We do not have a breakdown of behavioral health providers for Tribal 
and Urban Indian health programs. However, for the IHS federal civil service pro- 
viders, the breakdown is as follows: 

Social Sciences (0101) = 93 

Social Sciences Aid/Technician (0102) = 54 

Clinical Psychologist (0180) = 60 

Social Worker (0185) = 92 

Social Services Assistant/Aid (0186) = 41 

Social Services (0187) = 14 

Medical Officer-Psych (0602) = 24 

Psych Nurse (0610) = 5 

Practical Nurse-Psych (0620) = 4 

Question 3. Do you think the current funding for mental health and suicide pre- 
vention is adequate? 

Answer. The President’s FY 2011 budget request for an increase of $4 million will 
help support AI/AN communities in eliminating behavioral health diseases and con- 
ditions which include early identification of factors contributing to suicide. The 
President’s total FY 2011 budget request for Mental Health of $77,076,000 is ap- 
proximately 13.8% over the Omnibus FY 2009 budget of $67,748,000, and approxi- 
mately 5.9% over the FY 2010 enacted budget of $72,786,000. This is in addition 
to the $11.3 million increase for the Alcohol and Substance Abuse program which 
includes funding for the Methamphetamine and Suicide Prevention Initiative 
(MSPI) program. These increases reflect the President’s commitment to addressing 
the ongoing need for mental health and alcohol and substance abuse programs serv- 
icing Indian Country. 

Question 3a. What kinds of resources and funding do you think is necessary? 
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Answer. Funding provided for the Methamphetamine and Suicide Prevention Ini- 
tiative, is now, for the first time, offering community developed and delivered direct 
services and support in 127 programs across Indian Country. These programs were 
developed and are now being delivered by the communities themselves, and are act- 
ing as pilot projects and community laboratories for innovations that will hopefully 
be able to be utilized across systems and communities. 

Current program funding has been used to develop a suicide surveillance report- 
ing tool which documents incidents of suicide in a standardized and systematic fash- 
ion. This tool captures data related to specific incidents of suicide which are essen- 
tial to accurate data analysis. Through programs like the surveillance reporting tool, 
IHS can better target resources both now and in the future. In addition, funding 
for the Methamphetamine and Suicide Prevention Initiative, is now, for the first 
time, offering community developed and delivered direct services and support in 127 
programs across Indian Country. This program is being implemented by commu- 
nities acting as pilot projects and community laboratories for innovations that will 
hopefully be utilized across systems and communities. These types of programs and 
initiative maximize current resources and target current funding to where it is most 
needed. 

Question 3b. Of the funding going to tribes for mental health services, how much 
is devoted to suicide prevention or related activities? 

Answer. IHS does not have data on how much of the total funding going to tribes 
for mental health services is specifically dedicated to suicide prevention. What we 
do know is that in FY 2010, $16.3 million of the IHS alcohol and substance abuse 
budget is dedicated to the Methamphetamine and Suicide Prevention Initiative. 

Question 4. What do you think is the biggest barrier to data collection in the In- 
dian health system? 

Answer. We have made substantial efforts over the last several years to improve 
our behavioral health data collection in the Resource and Patient Management Sys- 
tem (RPMS) and will continue these efforts. The biggest barrier to data collection 
is that not all tribes utilize this electronic method of data collection although it is 
increasingly being used across our Indian health system. The data from tribes that 
do not utilize RPMS may or may not be integrated into the larger RPMS data set, 
dependent upon the tribal program. In addition, tribes can elect to not transmit 
their data to the IHS national data warehouse. Inconsistent data collection does not 
provide a complete picture of the health issues in Indian Country. 

Question 4a. Do you think improvements in tracking and collecting youth suicide 
statistics would be helpful in preventing youth suicide? 

Answer. Yes. In order to address the suicide epidemic in Indian Country, data col- 
lection and analysis are pertinent components to developing a comprehensive public 
health response to the problem. The greater the levels and quality of information 
available from the point of care through to national programs, the better Indian 
health programs and health systems can track and trend needs, then target limited 
resources and services to where they are needed most. The better the data, meaning 
the better the nature and quality of health information, the better the systems of 
care can then respond to health needs. 

Question 4b. In the past, has IHS looked at implementing a mandated reporting 
system like the one being used on the White Mountain Apache Reservation? 

Answer. IHS has already developed and implemented a suicide surveillance re- 
porting tool to document incidents of suicide in a standardized and systematic fash- 
ion which is available to all providers in the RPMS health information system. The 
suicide surveillance tool allows clinicians to document incidents of suicide, including 
ideations with intent and plan, attempts, and completions. It captures data related 
to a specific incident of suicide, such as date and location of act, method, contrib- 
uting factors and other useful epidemiological information. With the expansion of 
suicide data collection to the primary and emergency care settings, IHS will have 
more comprehensive and reliable information about these occurrences. The data will 
be used to better understand the prevalence of suicide in the populations served by 
IHS, Tribal, and Urban Indian healthcare facilities and to inform intervention and 
prevention activities. 

Most patients with serious suicidal ideation or attempts present first to providers 
in primary or emergency care. The availability of the RPMS suicide surveillance tool 
for all providers in IHS, Tribal, and Urban Indian healthcare settings will promote 
standardized and systematic documentation of suicide events. Suicide data can be 
analyzed locally through RPMS reports and is exported nationally, so that we can 
develop a better understanding of this important public health problem. 
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Response to Written Questions Submitted by Hon. Al Franken to 
Randy E. Grinnell 

Question 1. Mr. Grinnell, we have a serious shortage of mental health providers 
in Minnesota, especially on the reservations. In your testimony, you describe the 
challenges that these providers face in Indian country and some of the remedies 
that IHS has tried. Your description of telehealth services seems like a point of light 
and I’d like to see them expanded. Have other remedies have been effective? 

Answer. There have been other promising approaches to address access to and 
quality of mental health care. IHS is promoting the integration of behavioral health 
services into the general healthcare delivery system through the spread of primary 
care-based behavioral health services following models already successfully imple- 
mented by the Veterans Healthcare Administration and branches of the Department 
of Defense. A good example of such activities coordinated across the healthcare sys- 
tem is the nation-wide promotion of the Alcohol Screening Brief Intervention model, 
which has been demonstrated to reduce trauma recidivism by up to 50% in some 
settings. Such models recognize the complex interrelationship of medical and behav- 
ioral health concerns and offer opportunities for early intervention rather than wait- 
ing for the development of fully manifested mental health disorders. The IHS is also 
working to improve the psychosocial care delivered to patients with chronic illnesses 
such as diabetes and improve their long-term outcomes through recognition of and 
attention to intertwined behavioral health concerns. 

Question la. What can we do to attract mental health providers to Indian Country 
and keep them there? 

Answer. Over the years, we have attempted to apply a number of remedies to at- 
tract mental health providers such as adopting special pay incentives in order to 
make reimbursement packages more competitive, making loan repayment and schol- 
arship programming available for a wide range of behavioral health specialties in- 
cluding social work, psychology, and psychiatry, along with active recruitment, de- 
velopment of the Indians into Psychology program, and emergency deployment of 
the United States Public Health Service Commissioned Corps mental health teams. 
Increasing access and availability to these programs is necessary to attract addi- 
tional mental health providers. For example, this year the IHS scholarship program 
received approximately 1,200 applicants while only a little over 100 will be selected. 
Increasing staff self-care, clinical supervision, and support will also serve to reduce 
staff burnout and isolation. 

Intern programs allow Indian Country to utilize mental health providers still in 
training that can see patients under the supervision of a licensed health profes- 
sional. The initiation of pre-doctoral intern programs will help increase the number 
of patients accessing care and serve as a recruitment tool for psychologists and psy- 
chiatrists. Standing Rock has implemented a pre-doctoral psychology intern pro- 
gram and has been able to triple tbeir patient load as a result. In addition, multiple 
interns have agreed to stay on and continue to practice mental health on the res- 
ervation when they are licensed. The IHS Albuquerque Area Office has funded an 
American Indian psychology intern program since 1993. The Albuquerque Area Of- 
fice is part of the Southwest Consortium Pre-doctoral Psychology Internship pro- 
gram, which includes IHS, the Albuquerque Veterans Healthcare Administration 
Medical Center, the University of New Mexico Hospital, and Forensic Health Serv- 
ices. The interns work in numerous sites across the Albuquerque Area. They have 
trained numerous American Indian psychologists, many of whom now work in In- 
dian Country. 

The potential for expanding these types of programs is a way to improve health 
care and recruit mental health providers. Without psychology internsbips in rural 
and underserved areas, there is a failure to complete tbe “pipeline” of training need- 
ed to recruit and retain mental health providers in Indian Country. IHS will con- 
tinue to make every effort to support and expand psychology internship programs. 
The President’s FY 2011 budget request for over $41 million for Indian Health Pro- 
fessions contributes to this effort. 

Question 2. What are the challenges that arise when people have to attend non- 
tribal facilities? 

Answer. Although providers in these facilities may be well-trained in medicine 
and healthcare and are eager to practice and serve American Indian and Alaska Na- 
tive patients, they lack knowledge and understanding about this population. This 
can hinder their communication with their patients. We know from the Institute of 
Medicine that effective provider-patient communication can build respect and trust, 
resulting in better patient outcomes. We also know that patient-centered care is es- 
sential for quality care and, ultimately, more equitable care for all. It is important 
that providers understand the cross-cultural aspects of mental illness in American 
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Indian and Alaska Native patients so that they can effectively evaluate and manage 
these disorders. Providers who understand the differences between Western and tra- 
ditional Indian perspectives in the role of culture in mental health and how these 
perspectives may influence the types of mental disorders seen in American Indian 
and Alaska Native patients can be more effective in treating their patients. 

Question 3. Can you please discuss what IHS mental health programs do to help 
families, not just individuals with regard to mental health and substance abuse? 

Answer. We strive to support American Indian and Alaska Native individuals, 
families, and communities by: (1) maximizing positive behavioral health and resil- 
iency in individuals, families, and communities; (2) improving the overall health 
care of American Indians and Alaska Natives; (3) reducing the prevalence and inci- 
dence of behavioral health diseases; (4) supporting the efforts of American Indian 
and Alaska Native communities toward achieving excellence in holistic behavioral 
health treatment, rehabilitation, and prevention for individuals and their families; 
(5) supporting Tribal and Urban Indian behavioral health treatment and prevention 
efforts; (6) promoting the capacity for self-determination and self-governance, and; 
(7) supporting American Indian and Alaska Native communities and service pro- 
viders by actively participating in professional, regulatory, educational, and commu- 
nity organizations at the National, State, Urban, and Tribal levels. 

Specifically for families, IHS supports the development of locally-driven initiatives 
that aim to lessen the impact of risk factors while enhancing those factors that are 
known to protect against suicide, mental health conditions, and alcohol and sub- 
stance abuse issues. Families provide the essential support and nurturing for indi- 
viduals, thus supporting families is critical to supporting individuals, and vice versa. 
The vast majority of mental health programs offer services for both individuals and 
families. In fact, in most tribal communities and programs it is difficult to separate 
families and individuals in overall provision of direct services. Indeed, particularly 
for youth, standard treatment includes regular family involvement. Additionally, 
traditional knowledge, along with the role of elders, spiritual leaders, and extended 
family/clans needs to be respected and validated for the important role they play 
in healing and wellness. In this regard, family, again, is central and integral. In- 
creasing protective factors, as in utilizing traditions and family, are equally or more 
effective than decreasing risk factors in terms of reducing suicidal risk, mental ill- 
ness, and alcohol and substance abuse. Family, culture, and tradition are corner- 
stones to providing effective behavioral health services. IHS works to use practice 
based interventions that can integrate these to increase their effectiveness in Indian 
Country. We have found that programs that integrate them are more effective with- 
in the communities and with our youth, families, and communities. 

Nurturing of children and promoting their safety are the most basic aspects of 
American Indian and Alaska Native cultures. Protection of children against harm 
is embedded in cultural and spiritual beliefs, child-rearing methods, extended family 
roles, and systems of clans, bands, or societies. Traditional family values bring 
strength to community-driven efforts to prevent suicide, mental health conditions, 
and alcohol and substance abuse among youth, families, and communities. Every 
community member including families, businesses, community leaders, and others 
have a role to play in keeping children and youth safe. Community members can 
promote protective factors by ensuring their programs include spiritual beliefs, tra- 
ditional values and healing methods, spiritual and cultural continuity, and ensuring 
that their young people have a valued role in preserving their heritage. 


Response to Written Questions Submitted by Hon. Byron L. Dorgan to 
Paula J. Clayton, M.D. 

Question 1. The American Foundation for Suicide Prevention (AFSP) organization 
has 32 community-based chapters focused on grassroots suicide prevention, includ- 
ing an active chapter in the state of North Dakota. How many of the AFSP state 
chapters of work with tribal communities? Do you think there are ways for AFSP 
to get more involved and assist in youth suicide prevention activities in Indian 
Country? 

Answer. AFSP currently has 40 chapters, many of which are on the East Coast, 
fewer on the West Coast and fewest in-between. As you indicated, our firmest con- 
nection with tribal communities is in North Dakota, but an additional two or three 
chapters have some connections with Native American groups. I believe, however, 
that if more suicide prevention materials specifically addressing these populations 
were available, other AFSP chapters would reach out to tribal communities. 

We currently have three programs that might be applicable to these communities. 
One is the award-winning More Than Sad film series that I brought with me to the 
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hearings, which include a film on teen depression designed to be shown to high 
school-aged youth, and another on youth suicide prevention for teachers and other 
school personnel. More information about these products is available on the website, 
http: ! I morethansad.org. With the necessary financial resources, these films and the 
accompanying educational materials could be adapted to specifically address youth 
depression, drug use, and suicide in Native American communities. We would rec- 
ommend using Native American teens as the actors and actresses in the teen film, 
establishing an advisory committee to guide the effort that includes both adults and 
youth from tribal communities and focus group testing all products while in draft 
form to assure that they will be readily accepted by the intended audiences and ef- 
fectively convey the intended messages. The More Than Sad films have been well- 
received by schools in general but I should note that they are expensive to make. 
Our funding came from a grant from the New York State Office of Mental Health, 
which was supplemented by gifts from several additional donors and by proceeds 
from our Out of the Darkness community walks. If a parallel package of educational 
materials were available for teens and educators in tribal communities, I can envi- 
sion our chapters reaching out, as they do so well, to bring them to the appropriate 
communities across the country. 

The second project is a DVD on Depression and Bipolar Disorder that educates 
patients with mental illness and their families about these illnesses. Like the pre- 
viously discussed films, this DVD was made for a general population, but may be 
informative for Native Americans communities. Again, its relevance and resonance 
should be focus group tested with appropriate community members. In this case as 
well, developing a parallel product that specifically addresses these illnesses and 
perhaps others having high prevalence in tribal communities would be ideal, al- 
though would require special funding. I would like to emphasize that well-devel- 
oped, appealing materials is in the long run a cost-effective way of educating and 
engaging youth, their parents, teachers, community leaders and other adults around 
the topic of suicide prevention. Investing in the development of culturally appro- 
priate materials would represent a major step toward encouraging treatment for de- 
pression and other mental disorders and reducing suicidal behavior in these commu- 
nities. 

Third, AFSP has developed an anonymous, online interactive screening program 
for persons aged 18 and older, which would be extremely helpful for those Native 
Americans who have access to the Internet. It is possible it could also be accessed 
through use of online chat rooms. This program screens for stress, depression, alco- 
hol and substance use, anxiety, eating disorders and suicide, and is currently being 
expanded to include PTSD and other conditions prevalent among veterans. Its pur- 
pose is to engage an individual through an anonymous online discourse that will 
lead to in-person evaluation and treatment. As part of this program, AFSP staff 
work closely with the schools, workplaces, veterans facilities and other sites that are 
using it, and would welcome the opportunity to discuss with tribal leaders how the 
program might be adapted to Native American communities. 

Question 2. In your testimony you described the research and suicide prevention 
work of the AFSP and also your extensive work on youth suicide prevention and 
mental health issues. 

Most of the AFSP efforts you discussed seem to be focused on screening and early 
detection. Once you have identified a child that should be referred to a mental 
health professional, how difficult is it to get that child into treatment? 

Do you think a dramatic increase in access to mental health providers and other 
resources could help to turn around the tragic rates of suicide in Indian Country? 

Answer. You note, rightly, that most of AFSP’s efforts are on screening and early 
detection but you wonder about entry into treatment. As I read the testimony from 
various tribes that were sent to me before the committee hearing, I was struck by 
the complexity of getting a referral. In some tribes the route of the referral has to 
be approved by the governing council. It seems to me that the simplest thing for 
the tribes to consider is to refer all suspected problems to the individual’s primary 
care doctors, who would be trained how to detect depression, substance abuse and 
other problems, how and when to treat and when to refer. Multiple studies indicate 
that when primary care doctors are taught to recognize and treat depression, the 
suicide rate goes down, significantly, in the community being studied. Other pri- 
mary care providers such as nurse practitioners and physician assistants could also 
benefit from such training. I am sure each tribe has different resources, so it will 
vary. Certainly, as was told in the hearing, it would prevent the provider from not 
appreciating the seriousness of a distressed young woman with rope burns on her 
neck from attempted hanging and from only giving her a cursory evaluation and no 
treatment before sending her home. 
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I am also not clear why there are not AA and DA groups on the reservations. 
Clearly, that treatment is as successful as almost any we have for alcohol and sub- 
stance abuse. I believe I was told by Jeremiah Simmons from The Mescalero NM 
tribe that they had an association with UNM medical school to give a medication 
for alcohol abuse to those members who have an addiction problem in their tribe 
and that it may be working. 

I would think before one considers a dramatic increase in mental health resources 
to the tribes, one should do pilot testing of such a plan in two or three very different 
tribes. It may be that just having one full time mental health nurse practitioner in 
each site is the best answer. And unless the tribes are willing and able to tackle 
the alcohol and drug abuse problems that run in families, it may be that the prob- 
lem cannot be solved. 

Question 3. Today we heard testimony about the lack of data collection of both 
the incidence of youth suicide and prevention activities in Indian Country. In your 
testimony. Dr. Clayton, you emphasized the importance of collecting youth suicide 
data. Do you think the Indian Health Service and tribes should have more data col- 
lection activities as a part of youth suicide prevention efforts? How do you think 
they could improve this data collection? 

How does the availability of data on suicide and availability of mental health 
services in Indian Country compare to non-tribal communities? 

Answer. I absolutely believe that improvements are needed in collecting data on 
attempted and completed suicide in tribal communities, starting with mandated sui- 
cide surveillance in every tribe. The data from cancer registries and registries for 
other serious medical illnesses show that registries are important first steps in iden- 
tif 3 dng the problem. These help to calculate trends and identify high risk groups as 
well as evaluate interventions. They provide a vital resource to estimate the inci- 
dence of known risk factors (such as mental illness, access to firearms, access and 
use of alcohol or other drugs, previous attempts) and protective factors (like whether 
a family member was available, they were brought in by police, what are their social 
supports). Unless we know the extent of the problem, we cannot begin to tackle it 
and we cannot measure a change if an intervention is initiated. 

Although U.S. law requires that all sudden deaths are reviewed by a medical ex- 
aminer or comparable official, I understand the law does not apply to Native Amer- 
ican tribes. In all other deaths that are not sudden, a doctor must certify the cause 
of death. I do not know how Native Americans handle this. An 3 rway, that makes 
it possible to track suicides across the nation, region by region. Although there are 
undetermined deaths also, only a portion of them are probably suicide. And the CDC 
has designated 17 states (we are lobbying for funds for all 50 states) be trained to 
assess and record all violent deaths and acts of unexplained injury, including suicide 
attempts that occur in these states. The system is called the National Violent Death 
Reporting System (NVDRS). In most states this includes toxicology tests on the de- 
ceased. Such a system would greatly benefit Native American tribes. It would help 
to de-mystify the event, reduce stigma and call attention to the problem, both for 
individuals, families and caretakers responsible for them. The collaboration between 
Johns Hopkins and the White Mountain Apache Tribe is an example of how it can 
be done. 

When I was young, some people thought cancer was contagious and avoided any- 
one with the diagnosis. As it became clear this life threatening medical illness was 
not contagious and registries were developed to help identify the problem and test 
newly developed treatments, the myths about the illness ended. We must do the 
same for the brain disorders that lead to suicide. 


Response to Written Questions Submitted by Hon. John Baeeasso to 
Paula J. Clayton, M.D. 

Question 1. Your written testimony suggests that young people who do not re- 
spond to initial treatment for mental health issues need to be referred to mental 
health and substance abuse specialists. 

How would reach those young people who are referred to these specialists but 
refuse to go? 

Answer. In all communities, non-compliance with recommendations regarding 
mental health treatment is an issue. Our experience is that young people are more 
likely to be willing to get treatment for depression, substance abuse and other men- 
tal disorders when they understand them to be medical problems rather than char- 
acter disorders, and are supported to seek help by their peers and by respected 
adults in their community. Tbus, broad educational efforts, aimed at changing atti- 
tudes as well as providing scientifically-grounded information, are necessary in the 
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effort to increase the willingness to get specialized treatment for mental health 
problems. Linking distressed youth to caring adults in the community can also be 
an effective way of cultivating support for help-seeking for mental health problems. 

Compliance with recommendations from a primary care provider to seek special- 
ized treatment is also furthered when treatments for physical and mental disorders 
are provided under the same roof, thus facilitating patients’ access to services and 
communications among care providers, and reducing the shame associated with 
seeking psychiatric treatment. 

Anonymous online screening tools, such as AFSP’s Interactive Screening Program, 
are also useful in engaging reluctant young patients to seek mental health treat- 
ment. Our evaluation data show that for many such youth, anonymous online con- 
versations with a local counselor were effective in addressing and resolving negative 
attitudes about treatment, fears of being stigmatized and other factors that pose 
barriers to help-seeking. 

Question 2. The Committee has received testimony recommending more youth 
shelters, in particular, as places for young people to go when their lives at home 
become toxic. According to the testimony, for some youth, if they had had a place 
to go for the night, they would not have made a suicide attempt. 

Do you have any other recommendations, such as ways in which to engage par- 
ents or other family members, so that Indian children feel secure in their homes? 

Answer. Although I know little about youth shelters, the idea of creating them 
sounds solid. Here again, however, it would take a tribal commitment to make the 
use of them acceptable to the teens in the community. Since shame is always a 
problem, they would have to be presented as a wise choice for the teens that need 
help. Again, if there were suicide surveillance, it would be possible to learn whether 
more suicide attempts occur on weekends and then perhaps begin by making it 
available and acceptable first on weekends. Maybe the tribe could even encourage 
non-distressed youth to be present during the early months after it opened. Of 
course, there would also have to be appropriate physical and mental health assist- 
ance for those who come in, or at least the same familiar and wise counselor. 


Response to Written Questions Submitted by Hon. Al Franken to 
Paula J. Clayton, M.D. 

Question 1. I learned a sobering statistic recently — a study of American Indian 
teens in Minnesota found that more than one-quarter believed they had only a 50 
percent chance of living to age 35, compared to 10 percent of white teens. This sta- 
tistic seems to show how difficult life is overall for these teens. 

Dr. Clayton, can you please discuss the role of poverty in the youth suicide prob- 
lem? 

Answer. As you know, poverty contributes to access to health care, quality of 
health care, quality of education, and unemployment. All of those may shorten life 
span so if young people live in poverty, their assessment of the future may not be 
unfounded. The most important factors that can change that future for youth who 
are born into poverty are a first-rate education and access to first-rate health care. 
This must include mental health care. But as AA informs, in addition, the indi- 
vidual must also take responsibility for themselves and admit he or she needs help. 
In the case of teens, it is the family, the community, or an appropriate substitute 
for the family that needs to make that decision. Certainly, surveillance that includes 
the school teachers, police force and designated adults would also provide a valuable 
network to engage these teens in treatment. 

The American Foundation for Suicide Prevention (AFSP) would like to thank each 
of you, as well as all members the Senate Committee on Indian Affairs for your in- 
terest and leadership on suicide prevention in Indian Country. Our entire AFSP 
team at our national headquarters in New York City, in our Washington DC public 
policy office and all of our Chapters throughout this great nation pledge our support 
to do whatever we can to assist you and our tribal communities to prevent suicide 
through education, research and treatment. 


Response to Written Questions Submitted by Hon. Byron L. Dorgan to 

Hunter Genia 

Question 1. In your written testimony you discussed the Tribe’s mental health 
program in great detail and the extensive behavioral health programming available 
through the Tribe. When did the Tribe begin supplementing the mental health pro- 
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gram with tribal funds? Do you still find that more mental health resources are 
needed in your community? 

Please describe the activities specific to youth suicide prevention that are ongoing 
on the Reservation. 

Answer. The Saginaw Chippewa Indian Tribe was supplementing the mental 
health program since at least the year 2000 if not longer. I began working for the 
Saginaw Chippewa Indian Tribe in the year 2000. 

More mental health resources are certainly needed in the way of prevention and 
residential services for our young people. Our Behavioral Health program provides 
an expansive amount of resources and outreach to our community that could be 
deemed youth suicide prevention. This occurs on the prevention, intervention, and 
treatment levels in our program. There is also a saying in Indian Country, “Culture 
is Prevention” we believe that to be true as well here on our reservation. Having 
pride and self esteem is also in direct correlation with a strong healthy cultural 
identity. An emphasis on prevention and mental health occurs year around with a 
tremendous amount of community activities. The Saginaw Chippewa Indian Tribe 
has made a commitment to doing what we can for our community members. How- 
ever, there are still too many health issues to address without proper funding. 

Question 2. What is the biggest contributing factor to the high need for mental 
health services and how can it be prevented in the future? 

Answer. I believe we haven’t recovered as an Indian community or tribe from 
some of the policies and practices that have contributed to the traditional values 
and roles that governed our families and tribes. We are talking one to two genera- 
tions removed from our families who attended the boarding schools that assisted in 
stripping away our traditional practices, languages and families. As a race of people 
who have had to adapt to another cultures values, this created a hardship for many 
families and communities where it tore apart intact tribal communities and sys- 
tems. What replaced these cultural and traditional rich values were unhealthy be- 
haviors that turned into alcoholism, depression, trauma, violence, helplessness, and 
hopelessness. These are the same health issues we are still dealing with today. 

Our biggest challenge in recruiting mental health care providers is the low num- 
ber of Native Americans in the field of social work and counseling. With 50% of the 
total US Native American population being adults only a small percentage move 
onto seek a higher degree education. A small percentage of that are going into the 
social work and counseling fields. We are very fortunate that we have a small turn- 
over of mental health providers for our tribal program. This can be attributed to 
the tribe’s generosity and care towards the workers health and wellness. 

Question 3. What resources would a tribe need to develop a Youth Treatment Cen- 
ter in their community? 

Answer. We do not operate a youth treatment center. We do have an adult resi- 
dential substance abuse treatment program. A youth treatment center is an idea the 
tribe is looking at providing as well. If we were to operate a youth treatment center 
I believe we can model after the traditional Native American (Ojibway, Ottawa, and 
Potawatomi) values of the Seven Grandfather Teachings. These seven teachings pro- 
mote love, respect, honesty, bravery, courage, humility, and truth. We would sur- 
round the youth with these teachings and provide activities that promote the Medi- 
cine Wheel which reinforces the development of positive physical, emotional, mental, 
and spirituality of an individuals being. 

Funding for staffing and an appropriate facility would be instrumental to making 
a youth treatment center a reality. Health leadership internally within the tribe is 
also very important. A shared and supported vision within the tribal leadership is 
very important. The latitude, respect, and recognition of modalities and cultural 
processes that promote a healthy cultural self esteem and identity are desired is 
needed from funding administrators and grantors. The access to recovery (ATR) 
grant, which is a SAMSHA grant, is a great example of recognition of cultural proc- 
esses that are valued within a grant process. 

Question 4. What can we do for American Indian you to prevent mental health 
and substance abuse issues before they begin? 

Answer. I believe in short that healing and wellness is needed in every tribal com- 
munity. Universal truths within tribal communities means that trauma, substance 
abuse, mental health, domestic violence, sexual assault, and many more health dis- 
parities are so elevated in most tribal communities. Community member participa- 
tion is needed in order to be able to identify risk and protective factors. Native Com- 
munity wellness initiatives such as Gathering of Native Americans (GONA) should 
occur on every reservation in order to scratch the surface of issues in a fun, friendly, 
safe, and culturally sensitive manner. This would be followed by a strategic plan- 
ning on a grass roots community level that community members would need to buy 
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into and follow through with action steps. Resources on a federal level need to cut 
back on the red tape for acquiring such resources and make them accessible for 
tribes. The healing of tribes needs to come from within each tribe. Assistance from 
outside the tribes can occur on a complimentary level but the control, pace, and so- 
lutions need to be identified with the tribal community members at the table. Na- 
tive American tribes need to be at the helm of solutions and allow us to control our 
own destiny. 


Response to Written Questions Submitted by Hon. Byron L. Dorgan to 
Novalene Goklish 


1. In your testimony, you discussed how the White Mountain Apache developed the first trlbally- 
mandaled suicide surveillance and follow-up systems in the United States. Other witnesses also 
talked about the need for adequate data collection and suicide reporting in Indian Country. You have 
done some great work implementing this reporting system on your Reservation. Can you describe 
how you think the suicide surveillance system gives you a clearer picture of the types of services 
needed on the Reservation? 

The surveillance system allows the Tribe to understand and respond In real time to the problem of 
suicide on our Reservation. Data from the surveillance system provide estimates of incidence and 
prevalence, trends in age, community of residence, gender, methods, severity of suicide risk, use of 
drugs or alcohol, intent to die, and referrals made and completed. We also can look at incidents by 
individual, family or community— in order to devise public health responses to the problem. In general 
the suicide surveillance system provides data to inform our health care service needs and to formulate 
treatment and prevention strategies. 

To provide you with a specific example of how the system activates our public health response, we have 
identified that youth, ages 20-24, are the most likely to attempt and die by suicide among our people, 
but youth 15-19 are the most likely to attempt, with 10-14 year olds youths at second highest risk for 
attempts. Further, unlike in other populations, males are as likely as females to attempts. Thus, current 
evidence based suicide prevention interventions have been adapted for male and female 10-19 year 
olds. Further, our surveillance system includes an in-person interview with every individual identified 
through our surveillance system. At follow-up, we gather more detailed information regarding 
determinants of suicidal behavior and how we can intervene. For example, since 2006, we have learned 
40-50% or youth 10-24 years of age were using substances at the time of their suicide attempt and the 
primary reasons for attempts were fights with family/significant others, or triggered by the death of a 
loved one (often by suicide). These data emphasizes the need to address substance use on our 
reservation, as well as targeting preventions strategies at interpersonal and communication skills, and 
within family and peer groups whoVe lost a loved one by suicide. In addition, we learned many youth 
who attempted suicide are not in school. Thus our interventions are devised for family-based, rather 
than school-based outreach. This finding is also informing parallel efforts to keep our children in school. 
Finally, our follow-pu revealed that a proportion of youth hospitalized for self-injury report that they did 
or do not have intent to die, but rather are cutting or burning themselves as a form of non-suicidal self- 
injury to relieve internal and external stressors. We are now developing prevention and outreach 
strategies to assist youth who are using non-suicidal self-injury as a maladaptive coping strategy. 

2. How do you envision a suicide surveillance system like this being implemented throughout Indian 
Country? 

Tribal governments have a unique opportunity to mandate suicidal surveillance as part of their public 
health reporting system. Given the high incidence of suicide in Indian Country and the unique 
characteristics and cultural contexts of suicide among Indian youth, there is much knowledge to be 
gained by collecting tribal-specific and cross-tribal data. Shared lessons could inform the entire field of 
youth suicide prevention, as we are working in communities where children have the highest risk of 
suicide and are the hardest to reach. Successful interventions with Indian youth have high potential to 
work with other youth living in low income, highly stressed communities. 
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The White Mountain Apache and Johns Hopkins' work on developing a tribal community-based 
surveillance system has produced many replicable tools for dissemination, including: 

1) Sample tribal resolutions and a Policy & Procedures manual for management of the suicide 
surveillance system. 

2) A comprehensive suicide behavior data collection form that includes state-of-the-art 
nomenclature to describe suicide behavior, severity, key demographic characteristics and 
referral status. 

3) An adapted Suicidal Ideation Questionnaire, scored at the follow-up visit that is used to identify 
imminent risk, with a protocol to triage imminently suicidal youth to immediate care, 

4) A training program protocol for Native paraprofessionals, whom we call "Case Managers," to 
collect the forms from tribal health and human service agencies, enter the data, and follow-up. 

5) A secure web-based data management system that has the potential to aggregate de- 
indentified data and maintain confidentiality of all individuals for whom an incident report has 
been entered. 

The White Mountain Apache Tribe, in partnership with Johns Hopkins Center for American Indian Health 
mental and public health experts, is prepared to provide consultation and training to tribes to adopt and 
adapt our surveillance system. We have the capacity to do webinars and distance education In order to 
save travel costs; however, we are also willing to travel to regional sites to provide In-person training, 
which is very useful when dealing with such a sensitive problem. 

Further, our surveillance registry form has been designed to be compatible with the Indian Health 
Service RPMS system, such that data gathered could be entered into electronic charts, so health care 
providers are aware that patients are at risk for suicide. Eventually, the tracking system we have 
designed could be shared by IHS and tribal behavioral health services. 

3. Are there specific thoughts, lessons or recommendations you would have for the Indian Health 
Service and Tribes about how to go about implementing such a program? 

1) The tribal consultation process and community buy-in are critical. The highest level of tribal 
leaders— including the Tribal Council, Health Boards and all relevant governing bodies engaged 
in making health and human service decisions must be involved in adopting and legislating a 
surveillance system. It has also been helpful for us to create a "High Risk Coalition" comprised 
of leaders from ail health and human service agencies who are involved with suicidal individuals 
(i.e., police, fire, social services, division of health, etc.). The Coalition meets on a monthly basis 
to review cases and trends, and participate in honing prevention and triage strategies. 

2) Our Tribe and the local IHS have a close working relationship, and our local IHS fully participates 
in providing suicidal behavior registry data from their patients to the Tribe's suicide surveillance 
system. National leadership from IHS would be key to engage early in this process, to develop 
policies such that other local IHS Service Units would participate similarly to the Whiteriver PHS 
Service Unit. 

3) Tribes or the partnering IHS Service Unit must dedicate personnel to the management of the 
local surveillance system. Resources used to employ personnel to manage this system are well 
spent, and d we believe save incalculable emergency care and law enforcement dollars, and 
extreme human suffering. Well-trained Native American paraprofessionals are the provider of 
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choice, as they can navigate the cultural and social mores of their communities and are 
affordable, maintainable and sustainable in Indian communities. 

4) The start-up of a surveillance system takes extensive community training and outreach so that 
agency representatives and community members are aware how to use surveillance forms. In 
addition, maintaining the system requires ongoing community in-services, 

5) It would be ideal if there were a commitment from tribes, IHS and the federal government that 
the goal of the surveillance system is far more than fust data collection. The most important 
component is our follow-up protocol with every incident. We have trained paraprofessional 
case managers who verify the event, gather more information about severity and 
circumstances, and triage at-risk individual and families to appropriate treatment and 
community services. 

4. You described how the White Mountain Apache suicidal reporting system tracks suicidal behavior 
as well as risks for suicide, such as alcohol and substance abuse, self mutilation, etc. These figures are 
reported to a centralized suicide prevention task force. It seems there could be some hesitation for 
youth to report these behaviors if they are being tracked in a broader database. What was the initial 
reaction to your tribalty mandated reporting? Was there push back from some in the community 
about tracking so many personal statistics in a database system? 

Typically, youth do no self-report. It is another community member who completes a report on the 
person at risk. For youth, it Is typically a school professional or family member who makes the report. 
Some youth will fill out reports on peers and some individuals complete forms on themselves. 

Our Tribe has suffered such tragedy from suicide that there has been very little hesitation about the 
development and implementation of this system. The essential component is that Apache 
paraprofessionals are trained and employed to follow up on every incident and will go to homes, 
schools, neighborhood, wherever is needed, to meet with the individual at risk. The system has created 
a sense that our tribal leaders and community care, and that the system is being managed professionally 
and discreetly. 

Our partnership with Johns Hopkins has allowed us to maintain the highest standards of confidentiality 
and data security. The community is aware of Johns Hopkins partnership, and because of our 30-year 
history doing cutting edge research, this partnership provides reassurance about the quality and 
confidentiality of the data collection and management system. Johns Hopkins provides HIPAA and 
human subjects confidentiality training to all Apache paraprofessionals who are involved in data 
collection, follow up and triage. In addition, our staff care deeply about the community and their work, 
and are excellent ambassadors for the utility of the system. 

5. During the hearing we have heard about the lack of mental health care providers in tribal 
communities and the struggle for communities to maintain adequate health care services. What are 
the main challenges you face in recruiting mental health care providers on your Reservation? 

Like all Tribes, our Tribe has had difficulty recruiting and retaining professional mental health care 
providers. From an outsider's perspective, our reservation is geographically isolated from metropolitan 
areas. Our schools are stressed, and if providers have families, they have to consider where to send 
their children to school. 
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Besides having too few funded positions for mental health professionals (i.e., until this year, we have no 
full-time staff with child psychiatry training on the reservation for many years), our providers get burnt 
out quickly. Their caseloads are unreasonable and the problems of our people can be acute because by 
the time they get to treatment their crises have escalated. 

Because we are under-resourced, there are long waits for mental health treatment, which makes our 
community members lose trust and faith in the system. Our people can manifest frustration about the 
responsiveness of the system which will affect their relationship with the providers they see. There are 
immense transportation issues, so often Apache community members will miss their clinical 
appointments, which may provide another source of frustration and burn out for the providers and 
patients. Further, there are cultural differences between western medicine and Apache (and other 
tribal) views of mental health and disease, and general differences in social interactions. If the providers 
are outsiders, they may struggle initially establishing a positive relationship with a new patient. 

6. In your testimony, you discussed how Elders and members of the Apache community are Involved 
in your programs. Do you envision these individuals as being a part of the mental health team? 

Yes, absolutely, with an important point of explanation. Both our elders and our Apache case managers 
are NOT providing mental health "treatment"— in terms of the way "treatment" is understood from a 
western clinical perspective. We are providing triage, education, community awareness, and adjunctive 
services. 

The most important role our White Mountain Apache Elders Council as well as community leaders 
comprising our Community Advisory Board have played has been in the design and implementation of 
our youth suicide prevention work. Both groups have provided critical input and feedback on all suicide 
prevention intervention studies that have occurred in the community. Recently, both groups were 
essential to the selection and adaptation of two evidence-based interventions addressing youth suicide 
for replication and evaluation on the Reservation. These groups provided mentorship and guidance on 
the restructuring of intervention content and delivery. Specifically they incorporated local beliefs and 
values about suicide into the program, how the whole community is affected by a suicide, and what 
resources exist for youth and families post-attempt. They also suggested the inclusion of a family 
member in the youth-focused interventions and directed for the programs to be delivered in the home. 
Members of these groups have their finger on the pulse of the health and well-being of the community. 
They are a crucial connection to understanding the depth and context of mental health morbidity in the 
community, and we believe a necessary component of all current and future mental health 
programming. Harnessing the local wisdom and experience of these individuals helps to ensure we are 
capitalizing on all ofthe strengths and resiliency that already exists in our community. 

7. Do you think incorporating Elders in your program has put more of a focus the on Apache cultural 
values and changed the way that the youth view suicidal behavior? 

The Elders play a crucial role in addressing suicidal behaviors for youth— emphasizing that it is unnatural 
to end one's life prematurely; that all challenges are life's lessons to make you a stronger person; and 
that our Apache families and communities care and can help. They have also provided strong counter- 
suicide messages about the sacredness of Apache life and the importance of every life to maintain the 
wellness ofthe whole. 
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As opposed to the general U.S. population, suicide rates among our Elders are the lowest of all age- 
groups. We believe the Elders have a unique knowledge and perspective that has protected them 
against suicide and premature death; we also believe their way of life is teachable and can become our 
youth's reality. Currently the Elders engage regularly with high-risk youth through school-based 
workshops, after-school programming, and with the larger community through public service 
announcements and monthly talk shows on the local radio station. All youth-focused programming 
emphasizes Apache cultural traditions and values. School-based workshops have underscored the 
Apache value of respect: respecting yourself, your community, your family, your environment, your 
health, and doing whatever is necessary to preserve the harmony and balance in your life. Through 
these workshops. Elders have shared stories and lessons learned in their own life and serve as clear 
examples to youth of how to live a happy and prosperous life. After-school programming has focused on 
the teaching of traditional crafts and foods and field trips to sacred locations on the Reservation. Radio 
talk shows have reinforced these messages and increased awareness and visibility of suicide prevention 
activities in the community. Our goal is to promote local protective factors through the work of the 
Elders to prevent youth suicide and other high risk behaviors and to continue teaching these values to 
the new generation of Apaches. 

Response to Written Questions Submitted by Hon. John Bareasso to 
Novalene Goklish 


1. Your written testimony notes that many tribal youths do not regularly attend schools and that their 
families are not involved with their schools. As a result, you say that your tribe has adapted for home 
outreach the life skills curriculum that is typically provided in schools to help students develop coping 
and problem-solving skills. Can you explain how you bring this program into the home, particularly 
when the child or family has not sought help? 

At the end of our follow up visit with high-risk youth identified by our surveillance system, we ask their 
permission to contact their parent or guardian to discuss the possibility of delivering a home-based 
prevention curriculum. If the youth agree (which is the vast majority), we then contact their parent or 
guardian to ask if we can meet with him/her and his/her child to explain the home-based intervention 
and see if they would like to participate. Currently, if youth and parents are interested in participating, 
we go through an informed consent procedure, because currently we are collecting pre, mid and post 
intervention data on the effectiveness of the home-based intervention to prevent youth's suicide risks. 
This work is currently being supported by a Garrett Lee Smith grant from the Substance Abuse and 
Mental Health Services Administration, and carried out with youth who have made a suicide attempt. 
Youth and a parent or family member are recruited into the program after the youth has made an 
attempt and parents and youth have completed informed consent. It is explained during informed 
consent that the goal of the program is to probtem-solve the youth's barriers to engaging in treatment 
and complete a 3-month life skills curriculum. It is also explained that the youth have a choice of 
receiving the curriculum in their home or at a local project office. The majority of youth in the program 
select their own home for the program as they cite it as more comfortable, relaxed, and easier to focus 
on the content of the curriculum. Anecdotal results of this pilot to date indicate that the program is well- 
received and youth are eager to work with program staff in their own home. 

We have a long history of doing home-based infectious disease prevention and behavioral health 
promotion intervention research with Johns Hopkins. Home-based intervention is culturally preferred 
and highly feasible among my Apache people and other tribes. 
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Response to Written Questions Submitted by Hon. Al Franken to 
Novalene Goklish 


1. Ms. Gokiish, I’m heartened by your description of the case managers who seem to make a real 
difference in your community. This concept of using community members as a resource seems 
incredibly wise, and is similar to the "Cultural Counselors" that Red lake now employs at their high 
school. Can you please discuss how we could expand the use of lay people to address mental health 
issues in tribal communities? 

We believe that lay, paraprofessional workers have a fundamental role in the mental health system of 
our and other Tribal communities. We have a track record (documented by many peer reviewed 
publications) of using lay behavioral and mental health workers for intervention delivery to affect 
positive significant change in teen parenting skills, maternal and child health, behavioral and mental 
health outcomes, substance abuse, and youth suicide surveillance. Because of the lack of resources and 
poor continuity of care in our community, lay mental health workers have been crucial in providing case 
management services, health education, psychosocial support, crisis management, referral, and triage 
to treatment. The utilization of lay health workers has enabled us to capitalize on local talent and 
resources, overcome a lack of resources and ability to maintain professional mental health providers, 
empower and build the human resource capacity our comm unity, and provide an innovative systems 
approach to addressing health disparities in our community in cuiturally appropriate ways. 

Specifically, we believe that the use of lay workers is appropriate and well-suited to the areas of; case 
management, health education, psychosocial support, crisis management, referral, triage to treatment 
and prevention. We also believe that the development of Native paraprofessionalsas part of the mental 
health systems on reservations will be extremely cost effective, and lead to greater numbers of Native 
Americans pursuing professional mental health degrees. (Native American mental health professionals 
will be easier to recruit and retain in Indian communities.) A formalized system of training and 
accreditation needs to be developed and institutionalized of mental health paraprofessionals. We 
believe that IHS, perhaps in partnership with Johns Hopkins Center for American Indian Health, could 
create a training program for individuals from a variety of backgrounds and education levels that serves 
to streamline the knowledge and skills necessary for paraprofessional mental health workers. These 
workers would supplement activities of local IHS and outpatient facilities, and could provide adjunctive 
home-based services like we are currently doing in our community. We also believe reservation 
communities could stand as a model for how mental health paraprofessionals can effectively become an 
essential part of any mental health care delivery system, particularly in low income, under-resourced 
and cross-cultural communities. 
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